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ABSTRACT 
 BACKGROUND: Individuals with serious mental illness face a significant 
burden of disease, yet experience lower quality care across a range of services (1).  
Hospital readmission within 30 days of discharge is an important, if imperfect, proxy for 
quality of care.  Factors contributing to readmission are well documented (2–5), yet 
successful interventions to decrease readmissions have been slow to take shape (6–9).  To 
effectively develop and incorporate evidence-based interventions to reduce 30-day 
psychiatric readmissions into large, geographically diverse inpatient systems; there is a 
need to conduct in-depth implementation analyses to better understand the relationship 
between patient-, hospital-, health system-, and community-level factors and their net 
impact on readmissions.  This research addresses this need. 
 METHODS: Using a modified Consolidated Framework for Implementation 
Research (CFIR), two state-based case studies were conducted within a large U.S. 
hospital system.  Two hospitals per state were selected-- one with a high and one with a 
lower readmission rate.  We conducted document reviews and semi-structured interviews 
  vii 
(N=52) with corporate, clinical and community stakeholders, using the CFIR to identify 
key themes within each construct.  We scored and compared hospitals with lower vs. 
higher readmission rates.  An analysis of EMR data from the hospital system 
contextualized case study findings.  
 RESULTS: In one state a complex interplay of factors at all levels contributed to 
readmission rates in both hospitals.  In the second, constructs within the inner hospital 
setting contribute to differences in hospital readmission rates.  Facilities with high 
readmission rates scored lowest among CFIR constructs “Patient Needs and Resources in 
the Community” and “External Policies and Incentives.”   
 CONCLUSIONS: Ours is the first known study to explore a broad range of 
factors that influence readmission rates among patients with serious mental illness and a 
range of comorbidities.  Findings from two state-based case studies indicate that 
readmission rates are determined by multiple, interrelated factors which vary in 
importance based on hospital and community context and political environment.  To be 
effective, systemic interventions to reduce readmissions must be tailored to the specific 
context at targeted hospitals.    
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CHAPTER ONE: REVIEW OF CURRENT LITERATURE 
Section 1: Introduction 
Thirty-day readmission rates represent an important, although imperfect, proxy 
measure for success of in/outpatient care, care coordination and transition of patients 
(10,11).  Readmission to an inpatient setting within 30-days is common among 
individuals with behavioral illness (12,13).  Individual and systems level risk factors that 
contribute to increased rates of 30-day readmissions are well documented in scientific 
literature (11,14,15).   
Evidence-based models of care exist for reducing 30-day readmissions; however, 
implementation of these programs within large hospital and clinical systems has been 
limited.  Successful programs rely heavily on collaborative and coordinated care for 
patients across clinical domains (primary care, behavioral health, social services, etc.).  
However, much of the American health care system remains fragmented.  Providers, 
outpatient clinics and inpatient practices frequently operate in isolation (16).   
To effectively incorporate evidence-based interventions to reduce 30-day 
readmissions among individuals with a behavioral into large, geographically diverse 
inpatient systems; there is a need to conduct in-depth implementation analyses to better 
understand the relationship between hospital policies and practice, outpatient treatment, 
community programs, and their net impact on readmissions (17). 
Utilizing principles of the Consolidated Framework for Implementation Research 
(CFIR), in conjunction with Robert K. Yin’s case-study methodology, this work explores 
systems level implementation issues affecting quality of care for individuals with a 
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principal diagnosis of serious mental illness within the context of a large geographically 
diverse U.S. based hospital system.  Quantitative data from this system is triangulated 
with in-depth qualitative interviews of corporate leaders, service providers and 
community organizations operating in two geographically distinct divisions in order to 
examine systems level implementation issues that affect 30-day readmission rates among 
mentally ill individuals.  
 This dissertation seeks to answer the question: What are the key constructs within 
hospital policies, inpatient treatment, outpatient care, and community services that drive 
variations in quality of care and prevent early (≤ 30-day) readmission among individuals 
diagnosed with a severe behavioral illness?  The specific aim is as follows: Via key-
informant interviews, site observations, and document review, identify key constructs that 
affect the interplay between hospital policies, quality of inpatient treatment, outpatient 
care, community programs and the role they play in early (≤ 30-day) readmissions after 
psychiatric discharges to community settings among mentally ill individuals within the 
identified hospital system.  
Serious mental illness in the context of this research includes: major depression, 
bipolar disease and schizophrenia. A review of current trends in prevalence, disparities 
and treatment of mental illness is provided in the following pages.   
Section 2: Serious Mental Illness: Background & Significance 
A: Definitions & Prevalence 
Serious mental illness (SMI) is defined as any mental, behavioral, or emotional 
disorder that substantially interferes with or limits one or more major life activities (18). 
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In this context SMI refers to major depression, bipolar disease and schizophrenia.  
Worldwide as much as 17.6% of the population experiences any mental illness (AMI) in 
a 1-year period (19).  AMI refers collectively to all diagnosable behavioral disorders and 
is characterized by “sustained, abnormal alterations in thinking, mood, or behavior 
associated with distress and impaired functioning”(20).  Among U.S. adults, the World 
Health Organization (WHO) estimates that 13.6% of disability-adjusted life year’s 
(DALY’s) are caused by behavioral illnesses (21).  Approximately one-fourth of U.S. 
adults have a mental illness, and nearly half will develop at least one mental illness 
during their lifetime (22–24).  In 2014 an estimated 43.6 million U.S. adults experienced 
past-year AMI (18% of the total adult population) (18). Of those experiencing AMI, an 
estimated 22.6% (9.8 million) experienced past-year serious mental illness (SMI) (18).  
Serious mental illness is diagnosed through physical exams and psychological 
evaluation.  Once the possibility of medical illness has been ruled-out, clinicians typically 
conduct psychological screening tests to identify behavioral symptoms associated with 
the presence of mental illness.  To assist clinicians in diagnosing and billing for SMI, the 
American Psychiatric Association (APA) has developed the Diagnostic and Statistical 
Manual of Mental Disorders Fifth Edition (DSM-5) (25).  The DSM-5 contains a listing 
of diagnostic criteria for every psychiatric disorder recognized by the U.S. healthcare 
system (25). 
While the DSM-5 classifies substance abuse as a mental illness, in this research it 
is addressed as a secondary/co-occurring diagnosis (25).  Mental illness and substance 
abuse have a complex, bidirectional relationship and frequently co-exist (26–28).  
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According to SAMHSA’s National Survey on Drug Use and Health (NSDUH), in 2013 
an estimated 20.2 million adults (8.4% of the U.S. population) had a substance use 
disorder (28).  Of these, 7.9 million had both a behavioral illness and substance use 
disorder (28).  However, treatment for substance abuse can vary considerably from 
treatments for other behavioral illnesses depending on the type of substance abused, co-
occurrence with other mental illness, and addiction severity (29).  Analyzing hospital 
utilization patterns and making recommendations to improve quality and continuity of 
care among patients with overlapping and potentially confounding treatment modalities 
would create two research outputs and is beyond the scope of this project. 
B: Social Determinants, Population Trends & Socioeconomic Disparities  
In analyzing population-based trends among individuals with a serious mental 
illness particular attention is paid to social determinants of health, their impact on disease 
severity, progression and treatment.  Constructs such as race, gender and socioeconomic 
status have an impact on an individual’s overall health and well-being, and are associated 
with disparities in health status and medical treatment between groups (30).  However, 
societal stigma surrounding mental illness and lack of understanding of its causes have 
impeded efforts to reduce the burden of disease, particularly among low-income and 
minority populations (31).  The medical and public health communities have called for 
increased research into racial/ethnic disparities in treatment for individuals with mental 
illness (32).  Thus, particular emphasis is placed on these constructs throughout this 
research in an effort to tailor recommendations and inform care for all Americans. 
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 According to the 2014 National Survey on Drug Use and Health (NSDUH), SMI 
is found at elevated levels among younger, white, females (Figure 1) (28).  However, 
research shows that racial/ethnic minority individuals tend to experience higher rates of 
missed- or inaccurate diagnoses of SMI (33,34).  Racial/ethnic minority individuals face 
a variety of critical issues contributing to lower quality of care (30,35,36). These include 
limited access to treatment, poorer quality of available care, lower rates of health 
insurance, high stigma, language barriers, bias or discrimination in treatment settings 
(37,38).  As a result, 
black, Hispanic and 
Asian Americans have 
lower utilization rates for 
mental health services, 
higher treatment dropout 
rates and an increased 
burden of disease as 
compared to white 
Americans (39).  
This research defines SMI as schizophrenia, bipolar illness, and major depression. 
The following provides condition-specific discussion of the burden of disease, causal and 
















Section 3: Major Depression 
A: Definition, Prevalence & Individual Level Impact  
To meet the DSM-5 definition of major (unipolar) depressive disorder, a person 
must have either a depressed mood or a loss of interest or pleasure in daily activities 
consistently for at least 2 weeks. This mood must represent a change from the person’s 
normal mood; social, occupational, educational, or other important functioning also must 
be impaired by the change in mood (40).  Behavioral symptoms include depressed, sad or 
irritable mood, loss of interest in usual activities, inability to experience pleasure, feelings 
of guilt or worthlessness, and thoughts of death or suicide (41).  Cognitive symptoms 
include inability to concentrate and difficulty making decisions (41).  Physical symptoms 
include fatigue, lack of energy, feeling either restless or slowed down, and changes in 
sleep, appetite, and activity level (41).  Many people occasionally experience depressive 
symptoms.  However, only the occurrence of multiple symptoms for at least 2-weeks, so 
severe that they impair daily activities qualifies as major depression.  
 Major depression is diagnosed by a primary care provider or mental health 
professional after ruling out medical illnesses (42).  Once a provider has determined that 
nothing is physically wrong with the patient, the provider will administer behavioral 
screens to assist in diagnosis.  Psychiatrists typically administer the Patient Health 
Questionnaire-2 (PHQ-2) as an initial screen, followed by the Patient Health 
Questionnaire-9 (PHQ-9) to screen patients for depression. The PHQ-2 has an 83% 
sensitivity and a 92% Specificity at identifying clinical depression (43). The PHQ-9 88% 
sensitivity and a 88% specificity in identifying clinical depression (44). 
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Once identified, major depression is most effectively treated using a combination 
of medication and cognitive behavioral therapy (CBT) (45,46).  However, despite the 
availability of effective treatments, depression is often under-recognized and undertreated 
(47).  Among individuals with severe depression, approximately 35% report past-year 
utilization of outpatient psychiatric treatment (48).  Depressed individuals often do not 
receive the care that they need.  Depressive symptoms such as fatigue, are similar to 
those of diabetes and heart disease and the condition may be missed during routine 
medical appointments (47).  Patients may not even realize they are depressed, and instead 
assume they have a physical illness.  Finally, many are reluctant to discuss symptoms 
with medical professionals given the stigma associated with mental illness (48).   
 According to the World Health Organization, depression is the leading cause of 
illness worldwide in terms of total years lost due to disability (31).  Approximately 7.6% 
of Americans over the age of 12 are affected by depression at any given time (48). Major 
depressive disorder accounts for 3.7% of all U.S. disability-adjusted life years (DALYs); 
and, 8.3% of all years lived with disability (YLDs) (49).  In the past decade, depression 
prevalence has remained largely stable (6).  If left untreated depression can cause long-
term suffering and at worst, death by suicide. 
 Depression is associated with increased mortality and morbidity and often 
presents in conjunction with chronic diseases such as arthritis, hypertension, backache, 
diabetes, and heart disease (47).  Depression has been shown to have linkages both in the 
development of heart disease, diabetes and hypertension as well as in adverse outcomes 
associated with these conditions (50,51).  The presence of depression often results in 
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barriers to treatment for patients with co-occurring illness.  People with co-occurring 
medical and severe behavioral illnesses have been found to resist medical treatment, have 
lower compliance with treatment plans, increased risk of suicide, recurrence of disease 
and utilization of medical services than patients without depression (48). Successful 
treatment of depression can result in a reduction of co-occurring illness (such as 
decreased blood sugar in diabetic patients) and thus a reduction in medical costs 
associated with treatment (50).   
B: Causal and Contributing Factors & Socioeconomic Disparities  
 While the exact cause of major depression is unknown, family history has been 
shown to play a role in the development of this disease (52). Other risk factors include, 
female gender, physical illness, unemployment, stress, childhood trauma, less than high 
school education, excessive alcohol use, urban residence, and being a racial/ethnic 
minority (52).  Data captured by the 2008 Behavioral Risk Factor Surveillance System 
(BRFSS), show that American women are almost twice as likely to be diagnosed with 
major depression at least once in their lives (20.7%) as compared to men (11.5%) (24).  
Prevalence is highest among individuals aged 40-59 of both sexes (24).  
By race/ethnicity, establishing the true prevalence of depression is challenging.  
According to the BRFSS, lifetime diagnosis of major depression is more commonly 
found among white individuals.  In 2008, 17.3% of white non-Hispanic individuals 
reported ever being diagnosed with depression (24).  That same year, lifetime diagnosis 
among black non-Hispanics was calculated at 12.3%, Hispanics were calculated at 12.8% 
and all other non-Hispanic individuals were calculated at 12.2% (24).  However, between 
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2009 and 2012 the National Health and Nutrition Examination Survey (NHANES) found 
higher rates of past 2-week depressive symptoms among minority individuals.  When 
administered the PHQ-9, which measures depressive symptoms, 3.7% of Hispanic and 
4.1% of non-Hispanic black individuals reported severe depressive symptoms in the past 
2-weeks as compared to 2.6% of non-Hispanic whites (48).  The exact reason for these 
differences is unclear.  However, it may be due in part to low-utilization rates of mental 
health services by 
minority populations in 
the United States (39).  
Among all 
racial/ethnic groups 
depression is found at 
higher levels among 
individuals living below 
the federal poverty line (48).  Depression also appears to be inversely proportionate to 
income level and percent poverty (53).  Figure 2 displays depression prevalence among 
American adults (20+) by income (53).  
 In keeping with the association between depressive symptoms and poverty, 
scientific literature has established a strong connection between urban residence and 
depression (54).  Studies have shown that low-resource, low-income neighborhoods with 
poor-quality housing, and increased crime are associated with depression (54–56). 





















Figure 2: Depression Prevalence by Income Among U.S. Adults 
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beyond the effects of the individual's own personal stressors, such as poverty, negative 
events within the family or work-place (55).    
Section 4: Bipolar Disorder 
A: Definition, Prevalence & Individual Level Impact   
Bipolar disorder differs from major (unipolar) depression in that those affected 
experience extreme emotional high and low points due to their illness, whereas 
individuals with unipolar depression experience only extreme emotional lows.  Also 
known as manic-depressive disease, bipolar disorder is defined in the DSM-5 as the 
presence of five of nine diagnostic symptoms with a minimum duration of two weeks and 
a change from previous functioning (25).  Mania is characterized by “clearly elevated, 
unrestrained, or irritable mood which may manifest in an exaggerated assessment of self-
importance or grandiosity, sleeplessness, racing thoughts, pressured speech, and the 
tendency to engage in activities which appear pleasurable, but have a high potential for 
adverse consequences”(57).  Depressive episodes also occur, lasting at least two weeks 
(58).  Episodes of depression with mixed features (co-occurring depressed and manic 
symptoms) may also occur (58). There are four categories of bipolar disorder, definitions 




Table 1: The Four Categories of Bipolar Disorder 
Bipolar I Disorder 
Defined by manic episodes that last at least 7 days, or by manic 
symptoms that are so severe that the person needs immediate hospital 
care. Usually, depressive episodes occur as well, typically lasting at 
least 2 weeks. Episodes of depression with mixed features (having 
depression and manic symptoms at the same time) are also possible. 
Bipolar II Disorder 
Defined by a pattern of depressive episodes and hypomanic episodes, 





Defined by numerous periods of hypomanic symptoms as well 
numerous periods of depressive symptoms lasting for at least 2 years (1 
year in children and adolescents). However, the symptoms do not meet 
the diagnostic requirements for a hypomanic episode and a depressive 
episode. 




Defined by bipolar disorder symptoms that do not match the three 
categories above. 
In the U.S., lifetime prevalence is estimated at 3.3% and 12-month prevalence at 
2.8% (59).  A majority of cases (82.9%) are classified as severe (60).  Bipolar disorder 
typically presents at a young age, with onset occurring around age 25 (60).  Individuals 
with bipolar disorder have high rates of hospitalization (39.1%) (61).  However, less than 
half (48.8%) of all adults diagnosed with bipolar illness receive past-year treatment for 
the condition (62).  Treatment rates are lower among racial/ethnic minorities (62) 
indicating a need to increase outreach to make treatment more accessible.  Untreated 
bipolar illness is associated with considerable disability (63).  Bipolar disorder is 
associated with high costs, due to lost productivity and absenteeism indicating frequent 
struggle in daily life among those affected (64).  
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B: Causal and Contributing Factors & Socioeconomic Disparities 
As with depression, the exact cause of bipolar illness is unknown.  Research 
suggests brain structure and functioning, physical environment, genetics and family 
history play a role in development (58).  It can be successfully treated, although not 
cured, with a combination of CBT and medication therapy and requires considerable self-
management (58).  Like major depression, bipolar disease is associated with the 
development of medical illnesses such as heart disease, diabetes and subsequent 
decreased length of life (65–67).  
Limited research has been conducted on the demographic distribution of bipolar 
disease, but initial evidence shows there is variability in bipolar diagnosis by gender 
(35,68). The 2008 BRFSS found that 1.9% of adult, American women had ever received 
a diagnosis of bipolar disease, as compared to 1.4% of adult American men (24).  A 
relative difference of 30.3%.  Research indicates age of onset and symptom distribution 
of bipolar illness is similar across both genders (68).  By race/ethnicity, lifetime diagnosis 
of bipolar illness also shows variation in prevalence across racial/ethnic groups (African 
Americans 1.3%, whites 1.9%, and Latinos 0.9%) according to the 2008 BRFSS (24).  
Presentation and impaired functioning associated with bipolar disease are similar across 
all race/ethnicities (35).   
Despite similarities in prevalence, racial/ethnic minorities face disparities in 
diagnosis and treatment.  Racial/ethnic minorities are more likely to receive diagnoses of 
conditions which cannot co-exist, such as schizophrenia and bipolar disease (35) and as a 
result are at increased risk of missed or inappropriate diagnosis and inadequate treatment 
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(34).  While the reason for this is not clear, it has been attributed to clinician bias 
resulting from incorrect cultural assumptions and biases (33).  
Section 5: Schizophrenia 
A: Definition, Prevalence & Individual Level Impact  
Schizophrenia is characterized by delusions, hallucinations, disorganized speech 
and behavior, and other symptoms that cause social or occupational dysfunction (25). For 
a diagnosis, symptoms must have been present for six months and include at least one 
month of active symptoms (25).  Symptoms fall into 3 categories: positive, negative and 
cognitive.  Table 2 provides further details on symptoms of schizophrenia via the 
National Institute of Mental Health (NIMH) (69). 
Table 2: Symptoms of Schizophrenia 
Positive 
Symptoms 
“Positive” symptoms are psychotic behaviors not generally seen in healthy people. 




➢ Thought disorders (unusual or dysfunctional ways of thinking) 
➢ Movement disorders (agitated body movements) 
Negative 
Symptoms 
“Negative” symptoms are associated with disruptions to normal emotions and 
behaviors. Symptoms include: 
➢ Flat affect (reduced expression of emotions via facial expression or voice tone) 
➢ Reduced feelings of pleasure in everyday life 
➢ Difficulty beginning and sustaining activities 
➢ Reduced speaking 
Cognitive 
Symptoms 
Cognitive symptoms of schizophrenia may be subtle in some patients, subtle, but for 
others, they are more severe, and patients may notice changes in their memory or 
other aspects of thinking. Symptoms include: 
➢ Poor executive functioning (ability to understand information and make 
decisions) 
➢ Trouble focusing or paying attention 




Schizophrenia is less common than depression and bipolar illness.  According to 
the 2008 BRFSS, 0.8% of adult American men report have ever receiving a diagnosis of 
schizophrenia, as compared to 0.4% of adult American women (24).  By race/ethnicity, 
0.8% of African Americans, 0.6% of white (non-Hispanic), and 0.5% of Hispanic 
individuals have ever received a diagnosis of schizophrenia (24).  Disease onset in men 
occurs around age 21 and among women around age 27 (57).   
While treatment rates for people with schizophrenia are higher than those for 
individuals with depression or bipolar disorder, they remain low considering the severity 
of the disease (70).  An estimated 60% of individuals diagnosed with schizophrenia 
utilize mental health services in a given year (69).  Among those receiving treatment, 
Medicaid is the primary source of coverage (71).  There is no cure for schizophrenia, 
treatment aims to eliminate or reduce the severity of symptoms (72).  Psychotherapy and 
prescription of antipsychotics are the primary treatment modalities for patients with 
schizophrenia (72).   
B: Causal and Contributing Factors & Socioeconomic Disparities 
The exact cause of schizophrenia is unknown although genetics and chemical 
composition of the brain are thought to play a role in development (72).  Environmental 
stressors such as poverty and violence may exacerbate symptoms (73).  As with 
depression and bipolar disease, individuals with schizophrenia are at increased risk for 
co-occurring medical diagnoses.  People with schizophrenia are 10 times more likely to 
die from respiratory disease, twice as likely to develop diabetes, and are two to three 
times as likely to develop coronary heart disease than the general population (74). 
  
15 
Schizophrenia is found at higher rates among black/African Americans as 
compared to white individuals.  As with bipolar illness, evidence shows that this can be 
attributed to clinician bias in diagnosing schizophrenia among African Americans as 
opposed to actual higher incidence/prevalence (33,34).  Kilbourne writes that bias may be 
due to the perception among providers of inpatient mental health services that African 
Americans are more “violent” or “dangerous”, which would lead to a diagnosis of 
psychosis (e.g. schizophrenia) (34).  It has proven difficult to determine a true rate of 
schizophrenia by race/ethnicity.  Interventions targeting community and clinical 
providers are needed to ensure appropriate diagnosis of schizophrenia and culturally 
competent outreach and care for afflicted individuals.    
Section 6: Co-occurring Medical and Serious Mental Illness 
An estimated 68% of all adults with a mental illness also have a co-occurring 
medical condition (16,22).  The co-occurrence of severe behavioral and medical illness is 
associated with increased morbidity, functional impairment, decreased quality and length 
of life, and elevated individual and societal costs (16).  Mental illness exacerbates 
morbidity from many medical illnesses including cardiovascular disease, diabetes, 
obesity, asthma, epilepsy, and cancers.(40)  People with co-occurring behavioral and 
medical illness are less likely than the general population to receive preventive care such 
as immunizations and cancer screenings, and are more likely to receive poor quality of 
care across a range of services (16).  They are frequently seen in emergency and inpatient 
hospital settings, as well as outpatient clinics, and are expensive to treat (75).  Research 
has shown that medical costs for individuals with a co-occurring behavioral illness can be 
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2-3 times higher than costs for individuals without (76).  In 2012, healthcare costs 
incurred by individuals with co-occurring behavioral and medical illness were estimated 
to be $293 billion across commercially-insured, Medicaid, and Medicare beneficiaries in 
the United States (76).  
A: Prevalence, Causal and Contributing Factors   
The pathways leading to co-occurring behavioral and medical disorders are 
complicated and bidirectional (77).  Medical illness may lead to the development of 
mental illness, and conversely mental illness may lead to the development of medical 
illness (77).  An estimated 68% of all adults diagnosed with a mental illness also have a 
medical illness 








diseases such as 
pneumonia, chronic obstructive pulmonary disease (COPD), and asthma (78).  The 
presence of psychological distress increases with the with the severity of co-occurring 
illnesses (79) and can lead to increased complications making treatment difficult and 
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potentially less effective (80).  These findings are unsurprising given the overlap in risk 
factors associated with development of medical and behavioral illness (16).  Childhood 
adversity, stress (chronic and acute), and socio-economic factors such as poverty, limited 
social support, and adverse environment play a role in the development of both 
behavioral and medical illness (8,33,35,36,56).  Figure 3, reproduced from Druss et. al., 
displays a model of interactions between behavioral illnesses and medical disease (16).   
Despite the frequency with which medical and behavioral illnesses co-occur, 
clinicians often neglect to treat comorbid illnesses.  Providers (whether medical or 
psychiatric) typically treat the condition with which they are most familiar and overlook 
or underestimate the severity of the co-occurring illness (30,80).  This issue is 
exacerbated by fragmentation and lack of collaborative multi-disciplinary care within the 
U.S. healthcare system (16).  
B: Socioeconomic Disparities Among Dually Diagnosed Individuals 
As with individuals diagnosed solely with a behavioral illness, people with lower 
socioeconomic status, those experiencing chronic and/or acute stress with a history of 
childhood adversity have a higher risk of developing co-occurring behavioral and 
medical illnesses (16).  They are more likely to experience hospitalization as they may 
lack or have irregular access to preventive care, and outpatient treatment (81,82).  
Vulnerability to medical and psychiatric illness may differ by race/ethnicity due to  
varying access to care, socioeconomic status, severity of disease and time between 
diagnosis and treatment of a chronic condition (83).  Despite these findings, limited data 
is available on the distribution of co-occurring medical and mental illness by gender, 
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race/ethnicity and income.  Given the disparities in burden of disease, diagnosis, medical 
and psychiatric treatment by socioeconomic status among individuals with either a 
medical disease or a behavioral illness, it can be inferred disparities exist among those 
with co-occurring conditions.  
C: Economic Impact of Co-Occurring Medical and Mental Illness   
Mental illness is associated with high utilization of general medical services and 
high cost (84).  From 1986 to 2003 annual behavioral health treatment expenditures grew 
from $33 billion to $100 billion (85).  When accounting for lost wages and disability 
benefits this number grows to approximately $317 billion (86).  This amounts to 16% of 
U.S. gross domestic product (GDP) and 6.2% of healthcare spending (85,86).  In 2012, 
the aggregate cost for inpatient hospital stays with a principal diagnosis of mood 
disorders or schizophrenia was $7.6 billion (87).  
Medical costs for treating individuals with co-occurring medical and behavioral 
illness can be 2-3 times as high as those for patients without (76).  In 2012, the additional 
healthcare costs incurred by people with co-occurring illnesses, were estimated to be 
$293 billion across commercially-insured, Medicaid, and Medicare beneficiaries in the 
U.S. (76).  Using major depression to contextualize these findings: co-occurring 
conditions account for the largest portion of the growing economic burden of major 
depressive disorder. Furthermore, research shows that depressed patients have higher 
medical costs than non-depressed patients across a range of co-occurring medical 
illnesses (84). Figure 4 (from Welch Et al. 2009) displays this finding (84). 
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Figure 4: Annual Per Patient Treatment Cost with and Without Depression 
 
Claims data from Beacon Health Strategies show that per-patient treatment costs increase 
by number of co-occurring medical conditions, but for all groups co-occurring mental 
illness nearly doubles total medical costs (88).  Increased costs have been attributed to 
utilization of medical services (as opposed to psychiatric), creating an opportunity for 
savings through integration of behavioral and medical services (76). 
Section 7: Early Readmissions 
Early (≤ 30-day) inpatient hospital readmission rates are commonly used, though 
imperfect, measures for success of in/outpatient care, care coordination and patient 
transition (10,11).  Behavioral illnesses are drivers of all-cause readmission and 
utilization of high-cost post-discharge care (12,89).  Given the chronic nature of 
behavioral illness, coupled with the need for medication adherence and appropriate, 
continuous self-care, mentally ill patients with co-occurring medical conditions are at 
increased risk for early readmission (both medical and psychiatric) and adverse health 
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outcomes (16,90,91).  Low-functioning patients are at increased risk for any cause 
readmission, as are those facing employment instability, housing instability or 
homelessness, or those who are under or uninsured (92,93).  Research shows that patients 
with an index admission for a mental illness are not necessarily readmitted to the hospital 
for the same psychiatric complaint.  A retrospective study conducted by Downey et. al. 
found that a total of 30% of patients in their sample, who presented for a second and third 
time within 90-days of their index admission sought treatment and were admitted for 
medical illness, as opposed to their initial psychiatric presentation (94).  Readmissions for 
any mental illness are more expensive than initial hospital stays for the same condition 
($7,100 vs. $5,800) (87). 
Section 8: Behavioral Health Policy and Legislation 
To decrease prevalence of mental illness, the U.S. Preventive Services Task Force 
(USPSTF) recommends that states enact legislation to improve patient financial 
protection, and increase access to care and utilization of mental health services (95).  
Legislation and policies requiring equitable and accessible comprehensive treatment have 
become more common. The most recent and significant piece of legislation is the 2008 
Affordable Care Act (ACA).  While the ACA remains a moving target at the time of 
writing, it is important to cover some of its major provisions.   
A: The Affordable Care Act  
 The ACA expanded Americans access to insurance coverage.  Broadly it 
incentivized individuals and businesses to purchase insurance coverage through the 
creation of state-based Health Benefit Exchanges.  It established premium and cost-
  
21 
sharing credits for individuals/families with income between 138-400% of the federal 
poverty level (FPL) (96).  It further imposed regulations on health plans in the Exchanges 
(96).  Finally, it incentivized businesses to cover employees by establishing penalties on 
organizations whose employees receiving tax credits for health insurance through an 
individual rather than business Exchange, with exceptions for small employers (96). Of 
most significance to this research, the ACA expanded Medicaid eligibility to individuals 
with incomes up to 138% of the FPL, providing coverage to an estimated 2.8 million 
mentally ill adults (97,98).  Initial research indicates that among low-income adults, 
Medicaid expansion has reduced unmet need for psychiatric treatment (98,99).  It is 
believed the ACA allowed 5.9 million individuals to receive behavioral health treatment 
and resulted in a 40% increase in behavioral health services utilization (98). 
However, not all states have opted to expand their Medicaid programs.  When 
enacted it was envisioned that federal law would require all states to expand Medicaid to 
eligible individuals.  The federal government agreed to finance expansion by 100% to 
eligible individuals for the first 3-years, and decrease to 90% support by the year 2020 
(100).  However, the 2012 Supreme Court ruling (National Federation of Independent 
Business - NFIB v. Sebelius) on the constitutionality of the ACA made Medicaid 
expansion optional for all states, rather than mandatory (101).  As a result, a total of 19 




The ACA was written to provide low-income individuals insurance coverage only 
through Medicaid, and not through other forms of insurance coverage.  Thus, in non-
expansion states, many adults fall into a “coverage gap”, meaning their income is above 
the Medicaid eligibility limit but below the lower limit for tax credits, this results in few 
coverage options (97).  As of 2016, an estimated 2.5 million uninsured adults would have 
been eligible to receive Medicaid if their state had adopted the expansion (97).  Over half 
of these individuals reside in Texas (26%), Florida (18%) and Georgia (12%) (97).  In 
demographic terms, roughly 54% of individuals in the coverage gap are racial/ethnic 
minorities (97).  Most are childless adults, although nearly a quarter (23%) are parents 
(97).  Finally, 38% are between the ages of 35–54, and 21% report fair or poor health 
status (97). 
Figure 5: Demographic Characteristics of Adults in the Coverage Gap 
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Many individuals within the coverage gap experience behavioral illness.  Data 
compiled by SAMHSA indicates that in 2014, an estimated 1.9 million uninsured people 
with a mental illness or substance use disorder lived in non-expansion states had incomes 
below 138% of the FPL (102).  Due to the demographics in states which have not 
adopted Medicaid expansion, a majority of these individuals are racial/ethnic minorities 
(97).  State decisions with regard to expansion impacts efforts to address disparities in 
behavioral and medical coverage, access, and outcomes among minority populations 
(97).  Given the current contentious, polarized political climate, it is unlikely additional states 
will expand Medicaid and mentally ill individuals who would be eligible for coverage under 
expansion, will remain uninsured. 
B: Current Medicaid Expansion Initiatives  
There are several mechanisms under which states can apply for federal support as 
they pursue expansion of Medicaid coverage to eligible adults.  These include Medicaid 
waiver programs and CMS innovation awards.   
1115 Waivers: Section 1115 of the Social Security Act gives the HHS authority to 
waive provisions of major health and welfare programs, including certain Medicaid 
requirements, and to allow a state to use federal Medicaid funds in ways that are not 
otherwise allowed in order to improve their Medicaid program (103).  1115 Waivers are 
the mechanism by which states may apply for these exemptions.  These waivers may be 
used for purposes such as:   
• Expand eligibility to individuals not otherwise eligible for Medicaid or CHIP 
• Provide services not typically covered by Medicaid 




Several states have applied for these waivers in order to extend coverage and 
capture federal matching funds for adults newly eligible under the expansion (100).  Six 
states already have or will implement Medicaid expansion through an approved Section 
1115 Waiver including Arkansas, Iowa, Michigan, Indiana, New Hampshire and 
Montana.  Table 3 provides an overview of each initiative (100).   
Table 3: 1115 Medicaid Expansion Demonstration Waivers 
State Overview 
Arkansas Uses Medicaid funds to pay Marketplace Qualified Health Plan premiums for 
newly eligible adults (est. 200,000). Establishes monthly cost-sharing 
contributions to health savings accounts for beneficiaries from 50-138% FPL and 
imposes cost-sharing at state plan amounts at the point-of-service for 
beneficiaries from 101-138% FPL who do not make monthly account 
contributions.  Account contributions are not a condition of Medicaid eligibility. 
Iowa Covers newly eligible adults with incomes up to 138% FPL through Medicaid 
managed care.  Previously used Medicaid funds to pay Marketplace Qualified 
Health Plan premiums for newly eligible adults from 101-138% FPL statewide 
under expansion. Iowa maintains waiver authority to enroll population in 
Marketplace coverage should another Qualified Health Plan provide coverage in 
the future. 
Michigan Covers childless adults age 19-64 from 0-138% FPL through Medicaid managed 
care. Requires beneficiaries 100-138% FPL to pay monthly premiums (2% of 
income) into health savings accounts. Beneficiaries cannot lose or be denied 
Medicaid eligibility, health plan enrollment, or access to services, and providers 
may not deny services, for failure to pay copays or premiums.  Beginning April 
2018, beneficiaries with incomes above 100% FPL who are not medically frail 
will choose between two options: continued coverage through Medicaid managed 
care or Marketplace Qualified Health Plan coverage with Medicaid premium 
assistance and cost-sharing subsidies.  Those choosing Medicaid managed care 
must meet healthy behavior requirements. 
Indiana Implements Medicaid expansion by requiring newly eligible adults with incomes 
from 0-138% FPL to pay monthly premiums by contributing to a health savings 
account.  Newly eligible adults who pay premiums will be eligible for HIP Plus, 
an expanded package with co-payments only for non-emergency use of the 
ER.  Various penalties implemented for individuals who fail to pay premiums 
depending on level of income.  Allows non-expansion parent/caretakers to pay 
premiums in lieu of cost-sharing for state plan services and offers optional 
Medicaid premium assistance for employer-sponsored insurance (ESI) for newly 
eligible adults over age 21. 
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Montana Covers approximately 70,000 newly eligible adults through a managed fee-for-
service (FFS) Third Party Administrator (TPA).  Requires premiums up to 2% of 
income for newly eligible beneficiaries from 51-138% FPL receiving services 
through the TPA. Various penalties implemented for individuals who fail to pay 
premiums depending on level of income.  Beneficiaries subject to premiums will 
receive a credit toward accrued co-payments up to 2% of income.  The state will 
implement twelve-month continuous eligibility for all newly eligible adults. 
New 
Hampshire 
Uses Medicaid funds to pay Marketplace Qualified Health Plan premiums for all 
newly eligible adults (estimated 50,000) statewide under the ACA’s Medicaid 
expansion as of January 2016. 
Delivery System Reform Incentive Payment (DSRIP) Initiatives: “Delivery 
System Reform Incentive Payment” or DSRIP initiatives fall under the Section 1115 
Waiver programs.  They provide states with federal funds to support hospitals and other 
providers in changing how they provide care to Medicaid beneficiaries.  DSRIP waivers 
are designed to advance the “Triple Aim” of “improving the health of the population, 
enhancing the experience and outcomes of the patient and reducing the per capita cost of 
care” (104).   
The first DSRIP initiatives were implemented in California, Texas, and 
Massachusetts in 2010 and 2011.  New Jersey and Kansas implemented their own in 
2012, followed by New York in 2015.  While there are no set programmatic standards for 
DSRIP initiatives, key components of currently funded programs include: infrastructure 
development, system redesign, clinical outcome improvements, and population focused 
improvements (104).  In the past these initiatives were limited in scope, and focused 
primarily on financing care for low-income patients using safety-net hospitals (104).  As 
with 1115 Waivers, DSRIP initiatives have been used to promote more comprehensive 
payment and delivery system reforms (104). 
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C: CMS Innovation Center and Awards  
 In addition to current legislation, the federal government, via the ACA’s creation 
of an additional Section 1115A waiver program, invested in implementation research to 
identify best practices in patient treatment with the goal of informing future care delivery 
policies.  CMS funds some of the programs most relevant to the target population 
described in this body of work.  Since 2012, CMS, via its Innovation Center and Health 
Care Innovation Awards, has awarded more than $2 billion to organizations which will 
test novel payment and service delivery models to improve health, deliver better care and 
lower costs for Medicare, Medicaid, and/or CHIP enrollees. The current round of awards 
began in 2014, and funds 39 projects across 27 states and the District of Columbia.  They 
were distributed to public and private organizations looking to implement interventions 
across four areas with a high likelihood of driving health system transformation and 
improving outcomes.  These four areas include: 
1. Reduction of Medicare, Medicaid, and/or CHIP costs in outpatient and/or post-
acute settings. 
2. Improve care for populations with specialized needs. 
3. Test approaches for specific types of providers to transform financial and clinical 
models. 
4. Improve the health of populations through activities focused on engaging 
beneficiaries, prevention, wellness, and comprehensive care that extend beyond 
the clinical service delivery setting. 
D: Accountable Care Organizations (ACO)  
In addition to Medicaid expansion, the ACA was designed to promote care-
coordination, patient-centered care, and integration of behavioral health services into 
primary care practices (105).  One such provision is the creation of Accountable Care 
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Organizations (ACO), which incentivize doctors, hospitals, and other providers to 
establish networks that coordinate care for Medicare patients (106). 
CMS has two ACO models: the Medicare Shared Savings Program and Pioneer 
ACO Model (107).  Under the Medicaid Shared Savings Program (MSSP), ACO’s are 
reimbursed by CMS using a fee-for-service model in which annual expenditures are 
compared to a benchmark (108).  If spending is lower than the targeted benchmark, and 
certain quality standards are met, savings are shared with the ACO (108).  Under the 
Pioneer ACO Model, the ACO accepts full or shared risk for a set of Medicare enrollees 
and receives an up-front per patient monthly payment covering the expected cost of 
patient care (108).  If quality standards are met the ACO can generate savings, however it 
also assumes the risk that monthly payments may not cover expenses if health care costs 
are higher than expected (108).  Quality of patient care is determined using 33 validated 
measures under the following domains: patient and caregiver experience of care, care 
coordination, patient safety, preventive health, and managing complex, high-cost 
conditions and patients (107).  One such quality benchmark is reduction of hospital 
readmissions (109).  For example, if a hospital has higher than expected readmission 
rates in a given year, it will not receive full reimbursement from CMS for services 
provided to Medicare patients, incurring financial loss.   
With added pressure for financial risk sharing imposed by CMS providers have 
increasingly developed interventions to better integrate physical and behavioral health 
services (105).  However, financial barriers to full integration of such services within the 
ACO framework exist.  While ACOs allow for shared savings when care is delivered 
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efficiently, they remain rooted in a fee-for-service model which disincentivizes provision 
of services which cannot be billed for, such as patient navigation, and certain services 
provided by care managers and social workers (110).  Many of these services have shown 
promise to improve the health of mentally ill patients by increasing outpatient care, 
preventing admission and subsequent readmission (111–114).  With no money allocated 
by CMS to reimburse for such services, achieving the ACA goals of care coordination 
and service integration will remain challenging. 
E: The Mental Health Parity and Addiction Equity Act   
The Mental Health Parity and Addiction Equity Act (MHPAEA) originally 
applied only to group coverage but was amended by the ACA to also apply to individual 
coverage.  It requires insurance plans that offer group and individual insurance, to offer 
coverage for behavioral services that is no more restrictive than the coverage for 
medical/surgical conditions (115).  Furthermore it prohibits discriminatory practices that 
limit coverage for behavioral health treatment (115).  The MHPAEA regulates the 
following elements of behavioral health service provision and insurance coverage (115):  
• Copays, coinsurance, and out-of-pocket maximums 
• Limitations on services utilization 
• The use of care management tools 
• Coverage for out-of-network providers 
• Criteria for medical necessity determinations 
Beginning in 2014, the ACA mandated that all small group and individual plans created 
after March 23, 2010, must comply with these requirements (116).  In all states, health 
plans offered through the Health Insurance Marketplace are required to include coverage 
for mental and/or substance use disorders, in compliance with requirements set forth in 
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the MHAPEA (116).  Currently, MHPAEA laws apply to: 
• Large employer-funded plans (with >51 insured employees) 
• Small employer-funded plans (with ≤50 employees, unless “grandfathered”) 
• Individual market plans 
• Medicaid managed-care programs 
• CHIP 
• Medicaid Alternative Benefit Plans and benchmark equivalent plans 
However, there are limits to the MHPAEA, and its requirements do not apply to (116): 
• Small employer plans created before March 23, 2010 
• Church-sponsored and self-insured plans sponsored by state and local 
governments 
• Retiree-only plans 
• TriCare (which provides coverage for military families and retirees) 
• Medicare 
• Traditional Medicaid (fee-for-service, non-managed care) 
As a result of these limitations, a number of individuals with a high burden of behavioral 
illness do not receive the benefits of this legislation.  Most notably excluded are veterans, 
low-income individuals receiving fee-for-service non-managed care, the elderly, and 
“dual-eligibles” (individuals eligible for both Medicaid and Medicare) who are typically 
low-income seniors and disabled individuals. At the time of writing, Medicaid is the 
nation’s largest provider of all behavioral health services (both in- and outpatient) 
(105,117) and that low-income patients typically rely on ED and inpatient treatment for 
mental illness care – as they do not have access to individual or employer plans and thus 
cannot receive affordable treatment.  
F: Hospital Readmissions Reductions Program (HRRP)   
Since 2008, CMS has publicly reported hospital readmission rates.  Readmissions 
are measured by a ratio, dividing a hospital’s number of “predicted” 30-day readmissions 
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for heart attack, heart failure, pneumonia, hip/knee replacement, and COPD by the 
number that would be “expected,” based on an average hospital with similar patients 
(118).  Beginning in 2012, the ACA added section 1886(q) to the Social Security Act 
establishing the Hospital Readmissions Reduction Program (HRRP).  HRRP requires 
CMS to impose financial penalties on hospitals, by reducing payments to hospitals with 
higher than expected readmission rates (118).  Tracking readmission rates and 
reimbursements to ACOs, falls under the purview of the HRRP.   
However, according to Berenson et. al., unless hospitals are at maximum capacity, 
they face two disincentives to reduce readmissions: direct costs of the program itself, and 
decreased revenues resulting from successful interventions (119).  The effects of these 
successful interventions frequently spill over to nontargeted diagnoses, decrease 
hospitalization, and negatively impact hospital finances (119).  Chollett et. al. found that 
interventions designed to decrease readmissions lose hospitals on average $100 to $200 
per discharge (120).  If a penalty imposed by CMS is more than offset by program cost 
and lost readmission revenue, hospitals are essentially incentivized to maintain the status 
quo (119). 
Behavioral health readmissions are not yet targeted, but it is expected that they 
will be (13).  If targeted by CMS, hospitals and hospital systems may lack incentive to 
implement programs aimed at reducing behavioral health readmissions if the revenue lost 
from these readmissions is greater than any financial penalties imposed by CMS.   
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G: State Legislation 
State legislation on behavioral health care and coverage is varied.  According to a 
nationwide survey by the Kaiser Commission on Medicaid and the Uninsured, as of 2012 
a majority of states had initiatives underway to better coordinate medical and psychiatric 
care (121).  Many states are working to develop reimbursement policies rewarding 
providers for delivering effective, coordinated behavioral and physical health care.  
However, integration of behavioral health services remains a challenge.  In 2013, state 
Medicaid directors cited the “development of new strategies to improve care, quality and 
outcomes, including new requirements for MCOs, patient-centered medical homes, 
managed long-term care, coordination and integration of physical health and behavioral 
health care, and new quality improvement strategies integrated with reimbursement 
methodologies” as one of their top 5 their greatest issues/challenges for 2013 and beyond 
(121).  Evaluations of federal and state policies enacted after implementation of the ACA 
have yet to materialize. Given that these are relatively new policies it will take time for 
effects to take hold among the target population, and for results to be published.   
Section 9: Best Practices Reducing Readmissions for SMI Patients 
A: Overview of Seminal Studies  
 Evidence-based interventions and recommendations have been developed to 
improve outpatient treatment and reduce utilization of emergency rooms and inpatient 
care for individuals diagnosed with a mental illness.  In 2002, Jürgen Unützer and 
colleagues at the University of Washington developed the collaborative care approach to 
improve diagnosis of depressive conditions and provide continuous, evidence-based care 
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for patients (114).  Collaborative care integrates medical, psychiatric screening and 
treatment services in a variety of settings – including primary care and inpatient settings 
(122).  Unützer’s work provided strong evidence of Collaborative Care’s effectiveness in 
improving depression symptoms, adherence to treatment, response to treatment, and 
remission and recovery from depression (114).  It is this research upon which the 
Community Preventive Services Task Force (CPSTF), has based its current 
recommendation that in- and outpatient practices implement collaborative care for 
management of depressive disorders (123).  Further evidence generated by Jackson et. al. 
indicates that care transition interventions (a modified form of collaborative care 
involving coordination of care across psychiatric, primary care and substance abuse 
services), reduce hospital and psychiatric readmissions for patients behavioral and 
medical illness (111).  Jack et. al. via Project RED have determined that discharge 
planning, outpatient support, and communication between patients, inpatient nurse 
discharge managers, primary care clinicians and clinical pharmacists can lower rates of 
hospital readmission among medically ill patients, and those experiencing depressive 
symptoms (113).  Critical time interventions have proven effective at reducing 
homelessness, psychiatric institutionalization, and lowering levels of addiction severity 
among individuals with a severe mental illness (7,112,124,125).  Recent research shows 
that provision of telepsychiatry services to mentally ill individuals presenting at 
emergency departments is associated with reduced admissions, readmissions, length of 
stay and increased rates of outpatient care (126).  Finally, Assertive Community 
Treatment (ACT) first developed in the 1970’s by Leonard Stein and Mary Ann Test is a 
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multidisciplinary, evidence-based, team approach, which provides intensive “person-
centered” outreach and support for individuals with a severe mental illness at high risk 
for homelessness, psychiatric crisis, hospitalization, and involvement in the criminal 
justice system (127).  ACT has been shown to improve patient clinical outcomes and 
quality of life (128).  Table 4 summarizes the defining characteristics and findings of six 
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Health Outcomes 
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study to describe 
hospital utilization 
patterns for patients 
with schizophrenia and 
at least 1 chronic medi-
cal condition and to 
examine impact of 
nurse-directed 
transitional care 
intervention on future 
hospitalizations. 
1,717 North Carolina 
Medicaid recipients 
enrolled in Community 
Care of North 
Carolina’s medical 
home program.  
Participants discharged 
from 100 different 
hospitals July 1, 2010 






to assure safe 
transitions from 
hospital to home. 
Coordinated linkage 
back to primary care 
medical home for 




Recipients linked to 
primary care medical 
home in 1 of 14 
nonprofit, physician-led 
regional networks 
which coordinate care. 
Transitional care 
associated w/ lower 
readmission rates.  




w/in 30 days, 
compared to 27% 
usual care.   
 
After psych index 
hospitalization 
readmissions occurred 
in 14%, 30%, 41%, & 
64% of transitional 
care group at 1, 3, 6, & 
12 mos, compared to 
25%, 44%, 58%, and 
70% for usual care. 
Behavioral: Lower rates 
of psych hospital 




Physical: Lower rates of 
hospital readmission (see 
left under readmissions 
outcomes) 
(1) Study conducted 
when transitional care 
program still evolving 
and potentially being 
implemented in 
slightly different ways 
across the state. 
(2) Conducted only 




(4) No random 
assignment to 
intervention & Control 







trial with recruitment 
from July 1999 – 




assigned to intervention 
patients for up 12 mos.  
DCM supervised by 
psychiatrist and primary 
care expert who offered 
Not part of study 
scope 
Behavioral: At 12 mos, 
45% of intervention 
patients had ≥ 50% 
reduction in depressive 
symptoms compared 
with 19% of controls.  
(1) Tested in patients 
age 60 or older.  
CPSTF later finds 











1801 patients aged 60 
years or older with 
major depression, 






management by the 
patient's PCP or a brief 
psychotherapy for 
depression. Problem 
Solving Treatment in 
Primary Care. 
Intervention patients 
experienced (1) greater 
rates of depression 
treatment, (2) 
satisfaction with 
depression care, (3) 
lower depression 
severity, (4) less 
functional impairment, 
(5) greater quality of life 
than controls. 
 
Physical: Not part of 
study scope 
(2) Not designed to 
assess readmission 
outcomes 
(3) Not designed to 
assess physical health 
outcomes. 
(4) For depression 
disorders only. Does 
not include 
schizophrenia.   
(5) Further evidence 
needed for use in 
comorbid populations.   





Randomized trial using 
block randomization of 




(mean age, 49.9 years). 
Nurse discharge 
advocate worked with 
patients during hospital 
stay to arrange follow-





instructions sent to 
PCP. Clinical 
pharmacist called 
patients 2-4 days post 
discharge to reinforce 
discharge plan and 
review medications. 
Intervention group (n = 
370) had lower rate of 
hospital utilization 
than control (n = 368)  
Intervention most 
effective among 
patients w/ hospital 
utilization 6 months 
prior to index 
admission.   
Package of discharge 
services reduced  
hospital utilization 
within 30 days of Dx. 
Behavioral: Not part of 
study scope 
 
Physical: Not part of 
study scope 
(1) Single-center study  
(2) Not all eligible 




(4) Sometimes relied 
on participant report. 







post cohort design with 





Phase 2 veterans had 
14% fewer days in 
institutional settings 
Behavioral: Phase 1 
veterans had better work 
history and more drug 
(1) Clients not 









receiving care at 8 VA 
medical centers with 
the goal of comparing 
outcomes of critical 
time intervention (CTI) 
among case and control 
participants. 
Comparison cohort 





(phase 2) of 206 
participants recruited 
after implementation 
and offered CTI.  




Patient assigned to 
social worker and 
received intensive case 
management over a 
period of 6-9 months.   
 
over the 90-day 
reporting period. 
use at baseline than 
phase 2 clients. 
Phase 2 veterans had 
19% more days housed 
in each 90-day period 
over 1-year follow-up. 
14% fewer days in 
institutional settings.  
Phase 2 veterans had 
19% lower Addiction 
Severity Index (ASI) 
alcohol use scores, 14% 
lower ASI drug use 
scores (p=.003), and 8% 
lower ASI psych 
problem scores.  
 
Physical: Not part of 
study scope 
receive CTI or usual 
services 
(2) Time spent in 
institutional settings 
includes jail time in 
addition to hospital 
and inpatient psych 
services 
(3) Substance abuse 
assessed by self-















Case control study 
among patients 
determined to be in 
need of a psychiatric 
consult upon presenting 
at an ED in South 
Carolina.   
7,261 psychiatry-related 
ED visits at 
intervention hospitals, 
matched with 7,261 
psychiatry-related visits 
to an ED at 
When psych consult 
needed ED nurse or 
physician completes 
intake form and sends 
to telepsychiatrist (TP). 
TP reviews information, 
obtains information 
about patient PCP & 
family contacts. 
TP completes consult, 
makes recommendation 
for acute mgmt in ED.  
Inputs all info into 
EMR. 
Compared w/ controls, 
telepsych recipients 
more likely to receive 
30-day outpatient 
follow-up (46% v. 
16%) and 90-day 
outpatient follow-up 
(54% v. 20%). 
Telepsych recipients 
less likely than 
controls to be admitted 
to hospital during 
index ED visit (11% v.  
22%).  
Behavioral: Lower rates 
of psych admission, 
increased rates of 
outpatient care, 
reduction in LOS for 




Physical: Not part of 
study scope 
(1) Intervention not 








leading to better 
performance and lower 







hospitals.   
ED staff execute acute 
treatment plan.  
If discharge to 
community, TP informs 
PCP to follow-up.  If no 
PCP, TP works w/ ED 
to make patient appt. at 
nearest treatment 
facility. 
Combined effect of 
telepsychiatry consult 
during index ED visit 
was reduction of .86 
days in inpatient LOS. 


















Meta-Analysis of 10 
studies meeting 
inclusion criteria.  Six 
were randomized 
controlled trials, and 
four were observational 
studies. 





Integration of services 
Team approach 
Low patient-staff ratios 




Focus on everyday 










include: (1) % 
hospitalized during 
follow-up, (2) Mean 
days in hosp (past 
year), (3) Difference in 
days hospitalized (past 
year), (4) Percentage 
using hospital during 





treatment and control 
subjects. 
Behavioral: As 
compared to controls…  
In randomized trials, 
ACT subjects 
demonstrated 26% 
greater improvement in 
psych symptom severity.   
In observational studies, 
ACT recipients 
experienced 62% further 
reduction in symptom 
severity. 
In randomized trials, 
ACT subjects 
experienced 37% greater 
reduction in 
homelessness. 
In observational studies, 
ACT subjects 
experienced 104% 
further reduction in 
homelessness. 
Physical: Not part of 
study scope 
(1) Small sample of 
studies analyzed 
(2) Studies were 
segregated by design 
and outcome, limiting 
power of the meta-
analysis 
(3) Symptom severity 
measured using a 
variety of tools – not a 
standard measure 
(4) Not focused on 





Table 5, reproduced from a 2012 meta-analysis by Viggiano et al., summarizes 
key elements of successful interventions designed to reduce readmissions and improve 
care coordination among patients with serious mental illness (129).  Evidence 
recommends inclusion of at least one component when designing an intervention (129): 
Table 5: Viggiano’s Care Transition Intervention Components for Severe Mental Illness Populations 
Component Description  
Transition 




Adaptation to mental health 
Prospective 
modeling 
Identify who is at greatest 
risk  
Prehospital Consider different patterns of morbid 
conditions within and among mental 
illnesses, substance use disorders and 
general medical/ surgical conditions that 






Authentic inclusion of 







Create engagement strategies that are 
adapted for individuals with SMI and are 
culturally competent. Find ways to 
include caregivers in more meaningful 
ways. The potential for lack of family 





client-specific plan for 
transition to next point of 
care. 
 
Hospital Consider how to efficiently utilize ‘step 
down’ mental health services such as 
day treatment and intensive outpatient 
care. Consider trade-offs between length 
of stay for stabilization and risk of 
rehospitalization. Include assessment for 
need of primary care planning, as well as 
substance abuse and dual disorders. An 
assessment and a specific plan for 






guidelines and instructions 
(i.e. what to do when). 







Consider predeveloped pathway for 
certain categories of patients and clinical 
pathways customized to the local 
environment. Certain patient groups may 
need additional focus on potentially 
suicidal patients; borderline personality 
disorder; first episode psychosis; 
comorbid substance abuse; chronically 
disengaged patient; and individuals with 
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Ensuring that all 
information is 
communicated, understood 
and managed. Links 





Establish protocols to ensure privacy and 
other regulations are followed. Establish 
pathways for information flow among 
providers, clinics (across mental health 






training and supervision 
should be specified. 
Training includes planning 






Consider the need for mental health 
providers (e.g. social workers or 
counselors) to serve as transition agents 
or to train generic personnel in mental 
health tools and techniques. Consider 
use of health information technology 




Providers at each level of 
care have clear 
responsibility and plan for 




prespecified in a formal 
way. At patient-specific 
level, providers at each 






If access to psychiatrists is limited, 
consider nurse practitioners trained in 
psychotropic medication use or utilize 
patients’ primary care provider and have 
psychiatrist support for consultation/ 





Gather metrics on follow-
up post hospitalization, 
rehospitalization and other 
feedback on process and 
outcomes and consumer/ 
family perspective. 
Feedback to (and use by) 







Adapt care transition measures (three-
item and 15-item scale) specifically to 
mental health. Develop and test mental 





All providers share in 
expectations for quality as 
well as rewards/penalties. 
Accountability 
mechanisms may include 
financial mechanisms and 
public reporting with 





Shared accountability applies not only to 
the dimension of inpatient and outpatient 
providers but also to behavioral health 
and general medical providers, clinical 
organizations and payers. 
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Following is a description of impactful interventions which blend Viggiano’s components 
for success into their design.  These include (1) Assertive Community Treatment, (2) 
collaborative care, (3) critical time interventions, and (4) discharge planning. 
B: Assertive Community Treatment 
Developed by Stein et. al. in the early 1970’s Assertive Community Treatment 
(ACT) was one of the first interventions designed to address serious mental illness and 
the disruptive effects it has on patients.  Many current initiatives use treatment and case 
management principles from ACT to provide treatment and support to individuals with 
serious mental illness.  
ACT is an evidence-based, multidisciplinary, intensive case management program 
for individuals diagnosed with a serious mental illness.  In 2010, more than 65,000 
persons were enrolled in over 800 ACT programs in 38 states (130).  ACT has been 
shown to improve psychiatric symptoms, reduce housing instability, and hospitalization 
among individuals receiving services (127,128,131,132).  Across six randomized trials, 
ACT subjects demonstrated an average 26% greater improvement in psychiatric symptom 
severity and 37% greater reduction in homelessness compared to recipients of standard 
case management (128).  Table 6, adapted from Bond et.al. provides an overview of key 





Table 6: Key Principles of Assertive Community Treatment (ACT) 
A. Multidisciplinary 
staffing 
Full ACT team composed of mental health professionals from a 
variety of disciplines to provide comprehensive care for individuals 
with a severe mental illness.  Team includes: psychiatrists, nurses, 
social workers, rehabilitation counselors, and increasingly substance 
abuse counselors.  Team members learn new competencies 
continuously as evidence-based practices emerge. 
B. Integration of services 
Multidisciplinary structure of ACT team provides integrated 
treatment in which services are tailored to individual patient needs 
and goals.  ACT team trained to provide treatment across the 
following domains: (1) treatment (e.g. medications, physical 
healthcare, symptom control), (2) rehabilitation (e.g. employment, 
activities of living, interpersonal relationships, housing), (3) 
substance abuse, (4) practical assistance, (4) social services, (5) 
family and other services. 
C. Team approach 
Teams have shared caseloads.  Several team members have frequent 
contact with each patient. ACT teams meet daily to discuss patients, 
solve problems, and plan treatment and rehabilitation efforts. Entire 
team has responsibility for each patient, with different team members 
contributing expertise as appropriate. 
D. Low patient-staff 
ratios 
Patient-staff ratios small to ensure individualization of services by 
ACT team.  Teams consist of roughly 12 providers with a caseload of 
about 100 patients.   
E. Locus of contact in 
the community 
All members of ACT teams make home visits. 80% of ACT team 
contact with patients and others involved in their treatment (such as 
family members) occur in the patient's home or in the community as 
opposed to office settings. Allows for ACT team to observe and 
provide assistance to patients in the “real world”, and facilitates 
medication management, crisis intervention and networking.   
F. Medication 
management 
Delivery of patient medications to ensure appropriate and effective 
use.   
Delivery in a community setting allows ACT team to diagnose and 
target patient symptoms.  All medications delivered in keeping with 
evidence-based dosage and administration guidelines.   
G. Focus on everyday 
problems in living 
ACT teams focus on daily activities and chores, depending on patient 
needs, e.g. securing housing, meeting appointments, cashing checks 
and shopping. ACT teams help patients develop skills and support 
networks in natural settings. 
H. Rapid access 
ACT team provides patients with 24-hour coverage.  Allows for ACT 
team members to respond quickly to a patient crisis as needed.  
I. Assertive outreach 
ACT teams build relationships with patients. Members are persistent 
in engaging reluctant patients, during initial contacts and after 
enrollment. Patients who miss appointments are not automatically 
terminated from the program.   
J. Individualized 
services 
Treatments and support services individualized to accommodate 
needs and preferences of patients.  ACT teams maximize options 
available to patients – for example allowing them to choose where 
they live.   
  
42 
While effective, ACT is expensive to implement costing between $6,000 and 
$12,000 per patient per year (130).  Cost effectiveness research shows that savings from 
ACT depend on enrollees’ intensity of inpatient psychiatric utilization prior to entering 
ACT (130). Research by Latimer et. al. shows that ACT programs must enroll people 
with prior hospital use averaging 50 days yearly to break even (134).  The primary 
justification for implementation of ACT services is its clinical effectiveness.   
ACT targets individuals with behavioral as opposed to medical illness (135). 
Teams regularly encounter medically ill patients; however, they face challenges when 
attempting to integrate medical and behavioral health care as ACT is not designed to 
address physical illness (136).  A small but growing body of work suggests that an 
appropriately modified ACT program may provide a forum for treatment of individuals 
with co-occurring medical and behavioral illnesses given similarities to emerging medical 
management programs (135,137,138).  Although to date no large scale interventions 
testing this hypothesis have been published (135).    
C: Collaborative Care 
 Project IMPACT developed in 2002 by Jürgen Unützer and colleagues at the 
University of Washington, introduced the collaborative, stepped-care model as a 
successful intervention to reduce symptoms among patients experiencing clinical 
depression.  Collaborative care integrates medical and psychiatric screening and 
treatment services in a variety of settings – including primary care clinics and inpatient 
settings (122).  Services include:  
1. Care coordination and case management  
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2. Regular/proactive monitoring and treatment to target using validated clinical 
rating scales  
3. Regular, systematic psychiatric caseload reviews and consultation for patients 
showing no improvement in behavioral health status 
It seeks to improve patient education and integrates mental health professionals or other 
providers, such as nurses, into primary care clinics to provide behavioral health treatment 
in keeping with evidence-based guidelines (139).  Using this approach, nurses or social 
workers serve as “depression care managers” and educate patients on behavioral health, 
track outcomes, facilitate CBT, and monitor medication use. Patient treatment plans are 
adjusted over the course of 10-12 weeks based on clinical outcomes observed by the care 
manager during treatment (139).  This is referred to as “Stepped Care”.  Figure 6 
reproduced from the University of Washington AIMS Center (140) models the approach:   
Figure 6: AIMS Center Model of Stepped Behavioral Health Care 
 
Collaborative care is effective when used in conjunction with mental health screening in 




PCP supported by a 
collaborative care team with 
systematic treatment to target
PCP supported by brief intervention from 
on-site behavioral health consultant
PCP receives ad-hoc consultation, usually from an 
off-site mental health specialist
Primary care provider (PCP) provides first-line  treatment
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collaborative care allows for depressed patients to become clinically stable – a protective 
factor in decreasing readmission rates among those diagnosed with severe mental illness.   
Collaborative care can be adapted to multiple clinical settings to suit patient 
needs.  Figure 7, developed by the Kaiser Family Foundation, outlines a continuum of 
care coordination designed to assist providers in identifying which form of integration 
best suits their organizations (105). 
Figure 7: Continuum of Physical and Behavioral Health Care Coordination 
 
Over the years, this care model has been adapted by researchers, and tailored to fit 
stakeholder needs.  However, the central feature of collaborative care remains intensive 
case management and communication across treatment domains.  Despite these findings 
long-term ACT and Collaborative Care models are very difficult to implement from 
within the context of freestanding hospital systems.   
D: Critical Time Interventions  
 Critical Time Interventions (CTI), and shortened versions known as Brief Critical 
Time Interventions (BCTI), are effective at linking recently discharged individuals with a 
severe mental illness to community services and engaging with outpatient care in order to 
find support during community transitions (7,125).  Traditional CTI is a nine-month care 
coordination program which directly targets patients.  It is intended to prevent 
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homelessness among individuals with a mental illness (7).  CTI has been shown to reduce 
psychiatric readmissions within 18 months of an initial index admission (145) and is cost-
effective compared to usual care (146).   
Key elements of CTI and BCTI include: systems coordination; engagement in 
psychiatric services; continuation of substance abuse treatment; medication adherence; 
family involvement and social support network; life skills training and support; 
integration of medical care; establishment of community linkages; and practical needs 
assistance.  One such intervention, conducted by Kasprow and colleagues is described in 
greater detail (112).  In this study, 206 homeless or unstably housed patients discharged 
from VA psychiatric inpatient units were enrolled into the study.  Trained case managers 
provided clients with the following standard CTI services over the course of the 9-month 
intervention period (124): 
• Months 1-3: CTI case manager provides specialized support to patients in the form of home 
visits, accompanying clients to community providers, meeting with caregivers, providing 
support and mediating conflict between client and caregivers.   
• Months 4-6: CTI case manager works with client to become more self-sufficient by working 
to improve problem-solving skills, observes client interactions with support network, 
modifies client support system as needed and intervenes as necessary during a crisis. 
• Months 7-9: CTI case manager slowly terminates services. Case manager reaffirms ongoing 
roles of client’s support network members, works with client to develop and initiate long-term 
goals such as employment, education, family reunification. 
Veterans receiving CTI services had 19% more days housed over the one-year follow-up 
and 14% fewer days in institutional settings compared to controls (112).  Veterans in the 
intervention group had 19% lower Addiction Severity Index (ASI) alcohol use scores, 
14% lower ASI drug use scores, and 8% lower ASI psychiatric problem scores (112).  
While this study does not directly measure outcomes on hospital readmissions, it 
provides evidence that CTI targeting persons with serious mental illness at hospital 
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discharge, can be helpful in promoting continuity of care.  CTI and particularly brief CTI 
are somewhat more feasible to implement on a large scale as it requires a lower level of 
long-term collaborations across care systems.  
E: Discharge Planning and Medication Management   
Research has established that among adults with a severe mental illness, poorly 
managed transitions between care settings impede continuity of care and may increase 
risk readmission and symptom exacerbation (129).  Hospital discharge is a complex 
process requiring constant and repeated communication between the inpatient care team, 
primary care, community services, the patient, and patient caregivers (10).  The factors in 
Table 7 below, identified by Project RED (Re-Engineered Discharge) at Boston 
University Medical Center, are thought to contribute to elevated readmission rates (10): 





There is frequently a delay between the time a patient is released from the hospital 
and when the primary care doctor receives the discharge summary (147). This 
delay means the doctor is not immediately aware of which tests and procedures 
were done during the patient’s hospital stay or what conditions still need attention.  
Unknown Test 
Results: 
Test results are not always complete by the time the patient leaves the hospital. 
This means the test results will not be included in the report the patient’s primary 
care doctor receives.   
Lack of 
Follow-up: 
Patients often do not understand the nature of their health problems or do not 
realize they need to make appointments for tests or procedures after leaving the 
hospital. They may be unable to make appointments due to lack of access to 
transportation or availability of appropriate doctors/specialists. Research has 
found that more than one- third of the patients who left the hospital in need of 





Confusion about dosage and frequency of administration can lead to problems 
after a patient leaves the hospital. When patients are admitted to the hospital, many 
stop taking their regular medicines and start taking new ones. Once they leave the 
hospital, there is often confusion regarding which of the pre-hospitalization 
medicines should be continued. This may result in the patient failing to take 
needed medicine, taking duplicate medicine, or experiencing adverse drug events 
or natural remedy interactions.  
  
47 
Project RED has developed a series of 12 mutually-reinforcing steps a hospital 
can undertake to ensure a smooth discharge process and reduce readmission risk.  Table 8 
provides an overview of these actions (10). 
Table 8: Components of Re-Engineered Discharge (RED) 
1. Ascertain need for and obtain language assistance.  
2. Make appointments for follow-up care (e.g., medical appointments, post-discharge tests/labs).  
3. Plan for the follow-up of results from tests or labs that are pending at discharge.  
4. Organize post-discharge outpatient services and medical equipment.  
5. Identify the correct medicines and a plan for the patient to obtain them.  
6. Reconcile the discharge plan with national guidelines.  
7. Teach a written discharge plan the patient can understand.  
8. Educate the patient about his or her diagnosis and medicines.  
9. Review with the patient what to do if a problem arises.  
10. Assess the degree of the patient’s understanding of the discharge plan.  
11. Expedite transmission of the discharge summary to clinicians accepting care of the patient.  
12. Provide telephone reinforcement of the discharge plan.  
RED has proven to decrease 30-day readmission by 25%; and post-discharge ED use 
from 24% to 16% (148). Furthermore RED has shown to improve patient “readiness” for 
discharge, patient follow-up with primary care and satisfaction with care (148).  Finally, 
it has been shown to decrease per patient costs by an average of $412 (148).   
 While RED has proven effective in patients experiencing depressive symptoms, it 
has not been studied directly in patients with a principal diagnosis of mental illness.  
Preliminary research indicates that discharge planning programs such as RED may be 
effective among patients with a mental illness; however, studies have been limited by 
small sample sizes, limited geographic distribution, and lack of cost benefits (149). Initial 
evidence shows that receipt of medications immediately prior to discharge improves 
adherence to post-discharge instructions among patients with serious mental illness; 
however, more evidence is needed to establish a definitive recommendation (8).   
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 From a systems perspective, discharge planning and medication management are 
the most feasible intervention approaches from the perspective of a large freestanding 
hospital system given that they do not require intensive collaboration across a range of 
outpatient and community services. 
Section 10: Research Gaps 
Despite high prevalence of co-occurring behavioral and medical illness, and well 
documented risk for early readmission (1,90,91), limited research has been conducted on 
readmissions among patients with SMI and many predictors of readmission remain 
unidentified (150).  Evidence about predictors of readmission among patients with co-
occurring mental illness and medical disease is limited. (150)  A literature review on 
economic analysis of readmissions among dually diagnosed individuals yielded no 
results.  The presence of multiple psychiatric and medical diagnoses presents a challenge 
to researchers as results can be confounded by the presence of multiple illnesses. There is 
a need to conduct additional research and develop cross cutting, systemic interventions 
across medical and community organizations to improve the health of people diagnosed 
with a serious mental illness.  
Few large-scale, systemic interventions directly targeting individuals with 
behavioral diagnoses exist.  Among those that do, the focus has been on clinical and 
individual-level interventions to improve health outcomes, rather than organizational or 
systems level approaches. When examining co-occurring mental and physical health 
conditions, it is important to move beyond traditional, standardized measures and 
consider the intersecting factors that may influence mental and physical health outcomes 
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(83). Public health and medical experts have called for comparative effectiveness trials to 
compare organizational approaches to delivering and sustaining evidence-based 
approaches to improving care for these patients (1).   
Section 11: Conclusions 
A key component of successful interventions to reduce hospital readmissions 
among patients with SMI is the need for coordination of activities between hospital 
providers, psychiatrists, primary care clinicians, outpatient social workers and case 
managers.  Positive effects of coordinated interventions may be greatest for patients with 
co-occurring conditions, who are at greatest risk for service fragmentation given that they 
often receive care from multiple systems (86,155).  While more research is needed to 
address the needs of this population, it can be hypothesized that hospital systems with 
well-developed collaborative care programs, linkages to outpatient care and supportive 
community services will have lower 30-day readmission rates among mentally ill patients 
with co-occurring medical illness. The proposed research aims to test this theory and 
identify best practices in reducing hospital readmissions among individuals diagnosed 





CHAPTER TWO: 30-DAY READMISSIONS AMONG PATIENTS WITH A 
SERIOUS MENTAL ILLNESS IN A LARGE PRIVATE HOSPITAL SYSTEM: 
PREVALENCE AND VARIATIONS BY DEMOGRAPHICS, UTILIZATION 
HISTORY, AND DIAGNOSIS  
 
Section 1: Introduction  
 Serious mental illness (SMI) imposes a significant burden on individuals, 
families, and the health care system.  Nearly half of U.S. adults will develop at least one 
mental illness during their lifetime (22–24).  In 2014, 18% of the U.S. adult population 
experienced some form of mental illness in the prior year (152), of whom an estimated 
22.6% (9.8 million adults or 4% of the population) experienced serious mental illness 
(schizophrenia [estimated prevalence 1.1%], bipolar illness [2.6%], major depression 
[6.7%])(153–155).  Patients with a serious mental illness use a disproportionate share of 
health care services (152,156,157) and account for a significant proportion of health care 
spending (75,158,159).   
 Hospital readmission within 30 days (often referred to as “early readmission”) is 
an important, although flawed (160,161), indicator of success in inpatient treatment as 
well as hospital-to-community care transitions. Patients with serious mental illness 
experience high rates of 30-day hospital readmission.  In 2012, 15.0% of patients with 
mood disorders, 22.4% with schizophrenia, and 15.4% with other diagnoses were 
readmitted within 30 days; of these readmissions, 60.0% 70.1%, and 24.7%, respectively, 
were for the same diagnosis (87).  In 2008, the Centers for Medicare and Medicaid 
Services (CMS) initiated public reporting of hospital readmission rates (162) and in 2013 




admissions are not yet targeted, but they will inevitably be so. Studies have described 
patient- and system-level risk factors that contribute to high rates of readmission for 
patients with serious mental illness.  Predictors of 30-day readmissions have included 
lack of engagement in aftercare (14,161), prior hospitalization (3,11,164), violence risk 
on admission (161), shorter hospitalization (3), functioning on discharge (165), ER 
contact after discharge (161), substance abuse (3), homelessness (11), being uninsured 
(11), and having a serious medical comorbidity (3).   
 Co-occurring medical illnesses are common among patients with serious mental 
illness.  Comorbid behavioral and medical conditions are associated with higher symptom 
burden, greater functional impairment, decreased quality of life, premature mortality, and 
increased individual and societal costs (166–169). An estimated 68% of adults with a 
behavioral illness in the U.S. also have ≥1 medical condition (40,170); social and 
economic risk factors contribute to and reinforce adverse medical and behavioral health 
outcomes. Behavioral illness exacerbates morbidity and mortality from diseases such as 
cardiovascular illness, diabetes, obesity, asthma, epilepsy, and cancer (40).  More than 
half of Medicaid patients with psychiatric conditions receive treatment for cardiovascular 
disease, diabetes, or chronic pulmonary illnesses, rates 10%-16% higher than those 
without psychiatric conditions (171). Privately-insured individuals with schizophrenia or 
bipolar disorder are up to three times more likely to have three or more chronic 
conditions than people without these illnesses (172,173). The annual prevalence of major 
depression is ~5% in people without chronic medical conditions, compared with 8%, 




co-occurrence of serious mental illness and substance abuse (drug and/or alcohol) is 
common; in 2013, 23.1% of adults with serious mental illness in the past year also had a 
substance use disorder, compared with 6.5% of adults without any behavioral illness 
(174).  
Due to the chronic nature of behavioral illness, coupled with the need for 
medication adherence and continuous self-care, mentally ill patients with co-occurring 
medical conditions are at increased risk for early readmission (both medical and 
psychiatric) and adverse health outcomes (16,90,91).  More than half of the 23 studies in 
a recent systematic review (175) found that medical comorbidities increased 
readmissions, that the impact varied by serious mental illness diagnosis, and that the 
comorbidities associated with readmission were generally those associated with specific 
categories of psychiatric diagnoses. Despite high prevalence of co-occurring behavioral 
and medical illness and the well documented risk for 30-day inpatient readmission among 
mentally ill patients with a comorbid medical diagnosis (1,90,91), research to date has 
been limited by lack of generalizability. Prior studies have focused largely on single 
geographic or hospital sites, or they have been restricted by payer status (e.g. only 
Medicaid patients or only commercial patients).  Furthermore, studies have focused 
largely on individuals with either mental illness or medical disease, as opposed to both 
(150).  This research aims to add to the literature by exploring the role of socio-
demographics, comorbidity, and utilization history on early readmission in a large, 




Section 2: Research Design and Methods 
A: Study Location and Sample 
 To estimate the prevalence and to explore predictors of all-cause readmission 
(medical or behavioral) following hospitalization for SMI, we conducted a retrospective 
analysis of electronic medical record (EMR) data from patients receiving care in a large 
private hospital system.  Patients were required to have one or more hospitalizations with 
a primary diagnosis during the calendar year 2014 of one of the following serious mental 
illnesses: major depression, bipolar illness, or schizophrenia.  
 Data were provided by the Hospital Corporation of America (HCA), a large U.S. 
hospital system, with hospitals located primarily in the South and Midwest. At the time of 
the study, the HCA hospital system was comprised of 165 hospitals, 229 emergency 
rooms, and 115 freestanding surgery centers.  HCA provides approximately 4-5% of all 
U.S. inpatient care. The Behavioral Health service line includes 57 inpatient psychiatric 
units, five psychiatric hospitals, and over 2600 inpatient beds, which accounted for over 
>97,000 admissions in 2014.  Data provided for this study came from HCA-owned 
hospitals in the states of Alaska, California, Colorado, Florida, Georgia, Idaho, Indiana, 
Louisiana, Missouri, Mississippi, New Hampshire, Nevada, Oklahoma, South Carolina, 
Tennessee, Texas, Utah, Virginia. 
B: Data Source 
Figure 8 describes the study inclusion/exclusion criteria.  Inpatient admissions 
were identified via retrospective analysis of data from HCA’s EMR.  An initial data 




condition (ICD-9 290-311) between 01/01/14 and 12/31/14.  Qualifying admissions were 
required to have an SMI diagnosis (major depression ICD-9 296.20-296.35, 311, bipolar 
illness ICD-9 296.0, 296.1, 296.40-296.90, 301.11, 301.13, or schizophrenia ICD-9 
295.xx) in the first (primary) diagnostic position.   
Admissions were defined as beginning on the date of entry to a psychiatric 
inpatient unit in any HCA-owned hospital.  Admissions were extended by concatenating 
periods of transfers between HCA-owned facilities (e.g., psych to medicine, psych to 
surgery, psych to medicine to psych, etc.).  Admissions ended when patients were 
discharged from the HCA system; we restricted analysis of readmissions to patients 
discharged to a community setting, which was defined as discharge to home or another 
community setting; we excluded transfers to inpatient settings not owned by the hospital 
































Patients Assessed for Eligibility: 
- Adult (18+) patients
- Inpatient Admission
- Index Admission dates between 2014/01/01 and 2014/12/31
- ICD9 codes between 290 and 311 in the first code position 
- Elixhauser comorbid illness
Included Primary Diagnosis: 
• Major Depression 








• All other mood/behavioral diagnoses
Included: Discharge to Community
• Discharged to Home or Self Care (Routine Discharge)
• Discharged/Transferred to Court/Law Enforcement 
• Discharged/transferred to Home Under Care of Organized Home Health 
Service Organization in Anticipation of Covered Skilled Care
• Discharged/transferred to a designated disaster alternative care site
• Left Against Medical Advice or Discontinued Care
Excluded: Discharge to Another Health Facility 
• Discharged/transferred to skilled nursing facility
• Discharged/transferred to cancer center
• Discharged/transferred to inpatient rehabilitation facility
• Discharged/transferred to general hospital for short term 
inpatient care
• Discharge to critical access hospital
• Discharge to hospice care
 
C: Primary Outcome 
The primary outcome of interest was all-cause hospital readmission (observation 
stay or full admission) to any service (psychiatric and non-psychiatric) in any HCA 




D: Covariates and Predictors 
Socio-demographic variables included: age, gender, race, and insurance type.  
Public insurance through Medicaid or both Medicaid and Medicare (i.e., dual eligible) 
served as proxies for low-income or permanently disabled status.  We classified patients 
in managed Medicaid or Medicare plans as recipients of managed care services.   
Utilization variables included: length of stay (LOS, classified as 1-2 days, 3-4 
days, 5-7 days, and ≥8 days), admission in 90-days prior to the qualifying psychiatric 
admission (dichotomous), number of admissions in the previous year, ER visit in the 30-
days prior to the admission (dichotomous), and number of ER visits in the previous year.   
To assess burden of comorbid medical illness, we calculated the prevalence of co-
occurring diagnoses identified in the Elixhauser Comorbidity Index.  The Elixhauser 
comorbidity system was developed by the Agency for Healthcare Research and Quality 
(AHRQ) using data from the Healthcare Cost and Utilization Project (H-CUP).  The 
Elixhauser system identifies comorbidities in hospital discharge records using ICD-9 and 
ICD-10 diagnosis codes and then creates variables that identify the  presence of 29 major 
comorbidities (176). We counted the number of comorbidity categories identified in the 
hospitalization. 
We also grouped the 29 comorbidities measured in the index into the following 
categories: drug abuse, alcohol abuse, hypertension, diabetes with or without chronic 
complications, other neurological disorders, obesity, fluid and electrolyte disorders, 
hypothyroidism, depression, deficiency anemias, liver disease, renal failure, congestive 




and pulmonary circulation disease.  Previous research indicates these are some of the 
most prevalent comorbid medical conditions among patients with SMI (78,177,178). We 
did not create separate comorbidity categories for rheumatoid arthritis, HIV/AIDS, 
paralysis, weight loss, coagulopathy, solid tumor without metastasis, lymphoma, 
metastatic cancer, chronic blood loss anemia, or peptic ulcer disease due to anticipated 
low prevalence. 
E: Data Analysis 
 To identify candidate predictors of 30-day inpatient readmission rates among 
patients with SMI, we initially used bivariate general estimating equation (GEE) models 
to examine the relationships between our outcome of interest and socio-demographic, 
utilization, and clinical covariates.  We used GEE models to account for the possibility of 
multiple admissions per patient, which was specified as the clustering variable. We first 
modeled all SMI discharges together with indicators to differentiate diagnosis type 
(schizophrenia, bipolar illness, major depression), and then constructed separate models 
by illness type. 
 We then used multivariate GEE models to examine the adjusted predictors of all-
cause 30-day inpatient readmissions, overall and by diagnosis type.  Final models 
included age, gender, race/ethnicity, insurance type, receipt of managed care, length of 
stay for the qualifying admission, inpatient admission in the 90-days prior to admission, 
ED visit in the 30-day pre-admission period, and numbers of admissions and emergency 
department (ED) visits in the 1-year before the admission.  We calculated adjusted odds 




Section 4: Results 
 Patients admitted for serious mental illness were most likely to have been 
admitted for major depression (N=22,988 admissions, 40.6%) followed by bipolar illness 
(N=20,023, 35.3%) and schizophrenia (N=13,641, 24.1%).  Table 9 displays the 
distributions of all demographic, utilization, and clinical covariates for SMI admissions, 
overall and by SMI type.  A majority of admissions were for patients between the ages of 
25-54, both overall and by SMI type. Women accounted for a larger overall proportion 
(51.5%) of total admissions, but the proportion varied by diagnosis (depression 54.8%, 
schizophrenia 39.0%, bipolar illness 56.3%).  White non-Hispanic individuals comprised 
a majority (66.9%) of total admissions, followed by Black/non-Hispanic individuals 
(18.6%), Hispanic/Latino individuals (11.7%) and other race/ethnicities (2.9%).  This 
pattern was similar by SMI type.  
Table 9: Patient Characteristics Associated with Admissions for Serious Mental Illness in the Study 
Period, Overall and by Admission Type 




















Gender     
Female 29,193 (51.5) 12,601 (54.8) 5318 (39.0) 11,274 (56.3) 
Male 27,459 (48.5) 10,387 (45.2) 8323 (61.0) 8,749 (43.7) 
Age     
18 – 24 8579 (15.1) 3519 (15.3) 1614 (11.8) 3446 (17.2) 
25 – 34 11,897 (21.0) 4043 (17.6) 3221 (23.6) 4633 (23.1) 
35 – 44 11,303 (20.0) 4153 (18.1) 2942 (21.6) 4208 (21.0) 
45 – 54 8279 (14.6) 3734 (16.2) 2058 (15.1) 2487 (12.4) 
55 – 64 4304 (21.7) 2588 (21.5) 3203 (23.5) 4136 (20.7) 
65+ 12,290 (7.6) 4951 (11.3) 603 (4.4) 1113 (5.6) 
Race/Ethnicity      
Black/AA, non-Hispanic 10,548 (18.6) 2937 (12.8) 4956 (36.3) 2655 (13.3) 
























Other 1623 (2.9) 607 (2.6) 451 (3.3) 565 (2.8) 
White, non-Hispanic 37,875 (66.9) 16,473 (71.7) 6499 (47.6) 14,903 (74.4) 
Health Insurance Type      
Medicare 7213 (12.7) 2384 (10.4) 2288 (16.8) 2541 (12.7) 
Medicaid 12,737 (22.5) 4199 (18.3) 3988 (29.2) 4550 (22.7) 
Dual [Medicare/Medicaid] 8888 (15.7) 2176 (9.5) 3840 (28.2) 2872 (14.3) 
Self-Pay 6640 (11.7) 3274 (14.2) 879 (6.4) 2487 (12.4) 
Other 5926 (10.5) 2925 (12.7) 954 (7.0) 2047 (10.2) 
Commercial +/- other 15,248 (26.9) 8030 (34.9) 1692 (12.4) 5526 (27.6) 
Managed Care     
Yes 14,667 (25.9) 4853 (21.1) 6890 (50.5) 5088 (25.4) 
No 41,985 (74.1) 18,135 (78.9) 8915 (65.4) 14,935 (74.6) 
Length of Stay 
    
8+ days 14,014 (24.7) 4110 (17.9) 5545 (40.6) 4359 (21.8) 
5-7 days 15,871 (28.0) 6142 (26.7) 4050 (29.7) 5679 (28.4) 
3-4 days 16,362 (28.9) 7485 (32.6) 2777 (20.4) 6100 (30.5) 
1-2 days 10,405 (18.4) 5251 (22.8) 1269 (9.3) 3885 (19.4) 
Admission in previous 90 days 
    
Yes 14,313 (25.3) 4462 (19.4) 4816 (35.3) 5035 (25.1) 
No 42,339 (74.7) 18,526 (80.6) 8825 (64.7) 14,988 (74.9) 
Admissions 1 year prior     
8+ 1380 (2.4) 412 (1.8) 513 (3.8) 455 (2.3) 
5-7 2389 (4.2) 715 (3.1) 891 (6.5) 783 (3.9) 
4 1815 (3.2) 512 (2.2) 681 (5.0) 622 (3.1) 
3 3071 (5.4) 945 (4.1) 1067 (7.8) 1059 (5.3) 
2 5399 (9.5) 1707 (7.4) 1728 (12.7) 1964 (9.8) 
1 11,276 (19.9) 4318 (18.8) 2981 (21.9) 3977 (19.9) 
0 31,322 (55.3) 14,379 (62.6) 5780 (42.4) 11,163 (55.8) 
ER visit in previous 30 days     
Yes 9512 (27.8) 3443 (15.0) 2479 (18.2) 3590 (17.9) 
No 47,140 (72.2) 19,545 (85.0) 11,162 (81.8) 16,433 (82.1) 
ER visits 1 year prior     
>10 1529 (6.6) 526 (2.3) 433 (3.2) 570 (2.8) 
8-10 1276 (5.2) 391 (1.7) 410 (3.0) 475 (2.4) 
5-7 2971 (9.5) 966 (4.2) 842 (6.2) 1163 (5.8) 
4 2046 (5.5) 697 (3.0) 596 (4.4) 753 (3.8) 
3 3007 (7.9) 1081 (4.7) 794 (4.8) 1132 (5.7) 
2 5472 (11.7) 2000 (8.7) 1460 (10.7) 2012 (10.0) 
1 10,805 (18.5) 4303 (18.7) 2648 (19.4) 3854 (19.2) 




 A majority of admissions were by recipients of Medicaid (22.5%), Medicare 
(12.7%) or patients eligible for both (“dual-eligible”) (15.7%), suggesting that half of all 
patients were low-income.  About 1 in 4 admissions were covered by commercial 
insurance, while the rest were divided between patients who were self-pay and other 
insurance types (e.g., military or VA insurance, state coverage, etc.). One-quarter 
(25.9%) of admissions were for patients who received some form of managed care 
services through public insurance plans; 50.5%, 21.1%, and 25.4% of admissions for 
schizophrenia, depression, and bipolar illness, respectively, were by patients who 
received managed care.   
 Just over half of (52.8%) of all admissions were for ≥5 days, with longer lengths 
of stay for schizophrenia.  Many qualifying psychiatric admissions were preceded by an 
inpatient admission in the 90 days prior (19.4% of admissions for depression, 35.3% for 
schizophrenia and 25.1% for bipolar illness). Many patients experienced multiple 
inpatient admissions in the one-year study period, with 15.3% hospitalized ≥3 times.  
Overall, 16.8% of admissions were for patients who received treatment in an HCA ED in 
the 30-days leading up to a qualifying admission, while 44.7% of admissions were for 




Figure 9: Prevalence of Comorbid Medical Illness in Qualifying Admissions by Comorbidity Type 
 
 The five most common comorbidities identified in our sample of admissions were 
drug abuse (n=10,651; 18.8%), cardiovascular disease (CVD) (n=9933; 17.5%), alcohol 
abuse (n=7031; 12.4%), diabetes (n=3599; 6.4%), and asthma/COPD (n=3509; 6.2%).  
There was variation in the prevalence of each comorbidity by type of SMI.  For example, 
admissions for schizophrenia had lower prevalence of alcohol abuse (6.5%) than those 
for depression (15.5%) or bipolar illness (12.9%).  However, the top five medical 
comorbidities were consistent across SMI type.  Figure 9 displays the prevalence of key 
comorbid illnesses observed in qualifying admissions by comorbidity type.    
Patients with schizophrenia had the highest rates of early readmission at 20.6%, 
followed by patients with bipolar illness at 14.1% and depression at 11.0% (Figure 10).   
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Figure 10: Unadjusted 30-Day Readmission Rate, Overall and by Primary Diagnosis 
 
Readmission rates varied widely across the HCA system, both across geographically-
defined hospital divisions and within divisions by hospital (Figure 11).  In general, 
patients receiving care in Florida and the deep south experienced higher rates of 


































Figure 11: Rates of 30-day readmission to HCA facilities for qualifying admissions:* Variation in 
facility-specific readmission rates by division 
 
 The unadjusted readmission rates and adjusted odds of 30-day readmission from 
multivariate GEE models, overall and by SMI type, are presented in Table 10; bivariate 
predictors are presented in the Appendix on Page 68.  There is significant variation in 
readmission rates by gender across the three selected behavioral illnesses.  Among 
admissions for depression, 13.6% of males were readmitted within 30 days as opposed to 
8.8% of females, a 54% relative difference.  Males with bipolar illness have a 
readmission rate of 16.6% as opposed to females at 12.2%, a relative difference of 36%.  
The smallest gender difference in readmission rates occurs between men and women with 




females, a 13% relative difference.  In the full sample, females had a significantly lower 
adjusted odds of 30-day readmission than males overall (adjusted OR=0.76, 95% 
CI=[0.73,0.80]) as well as for bipolar illness and depression; women’s odds of 30-day 
readmission for schizophrenia were only marginally lower than men’s. Age and 
race/ethnicity were generally not important predictors of readmission in multivariate 
models. 
 Enrollment in public insurance was a consistent predictor of higher rates of early 
readmission compared to having commercial insurance.  Overall, the adjusted odds of 30-
day readmission were significantly higher for patients with Medicaid (1.41, [1.29, 1.54]), 
Medicare (1.42, [1.30, 1.56]), or both (1.37, [1.26, 1.49]).  Odds of readmission were 
especially high for publicly-insured patients with schizophrenia, and less so for publicly-
insured patients with bipolar illness and depression.  Overall and for patients admitted for 
major depression, being self-pay or having other types of insurance were also associated 
with somewhat higher odds of readmission compared to patients with commercial 
insurance. Receipt of managed care services in public insurance plans was associated 
with lower adjusted odds of early readmission for our full sample of patients (0.91, [0.85, 
0.97]) and for those with bipolar illness (0.88, [0.79, 0.99]). 
Overall, and among patients with depression and bipolar illness, longer LOS was 
associated with higher adjusted odds of early readmission; the adjusted odds increased 
incrementally with stays of 3-4, 5-7, and 8 or more days.  LOS was not a significant 
predictor of early readmission among patients with schizophrenia and the direction of the 






Table 10: Unadjusted Rates and Predictors from Multivariate GEE Models of 30-Day Readmission After Community Discharge for Serious 




Full Sample Depression Schizophrenia Bipolar 
Unadjusted 
% 
OR (CI) Unadjusted 
% 
OR (CI) Unadjusted 
% 
OR (CI) Unadjusted 
% 
OR (CI) 
Gender         
Female 12.0 0.76 (0.73, 0.80)* 8.8 0.74 (0.68, 0.81)* 19.1 0.87 (0.79, 0.96)* 12.2 0.73 (0.67, 0.80)* 
Male 17.0 1.00 (1.00, 1.00) 13.6 1.00 (1.00, 1.00) 21.6 1.00 (1.00, 1.00) 16.6 1.00 (1.00, 1.00) 
Age                 
18 - 24 10.6 0.91 (0.83, 1.00) 6.4 0.82 (0.69, 0.98)* 19.1 1.01 (0.85, 1.19) 10.9 0.92 (0.79, 1.07) 
25 - 34 13.5 0.91 (0.84, 0.99)* 9.6 0.93 (0.81, 1.08) 19.2 0.91 (0.80, 1.04) 12.9 0.92 (0.80, 1.04) 
35 - 44 15.8 1.03 (0.95, 1.10) 12.3 1.03 (0.90, 1.18) 22.1 1.02 (0.90, 1.16) 15.0 1.02 (0.90, 1.16) 
55 - 64 16.1 0.98 (0.91, 1.07) 12.6 0.88 (0.76, 1.01) 20.7 0.98 (0.85, 1.13) 17.4 1.06 (0.92, 1.23) 
45 - 54 16.2 1.00 (1.00, 1.00) 12.8 1.00 (1.00, 1.00) 22.3 1.00 (1.00, 1.00) 15.8 1.00 (1.00, 1.00) 
65+ 12.6 0.96 (0.86, 1.07) 11.7 0.99 (0.84, 1.16) 15.9 0.79 (0.61, 1.00) 12.7 0.94 (0.76, 1.16) 
Race          
Black/AA, non-Hispanic 16.4 0.96 (0.90, 1.03) 11.3 0.90 (0.78, 1.03) 21.0 1.04 (0.95, 1.15) 13.4 0.94 (0.83, 1.07) 
Hispanic 12.8 0.92 (0.85, 1.00) 9.6 0.91 (0.79, 1.04) 19.0 0.95 (0.82, 1.10) 12.2 0.90 (0.77, 1.05) 
Other 10.9 0.84 (0.72, 1.00) 7.4 0.79 (0.58, 1.09) 16.6 0.91 (0.70, 1.19) 10.1 0.85 (0.64, 1.14) 
White, non-Hispanic 14.3 1.00 (1.00, 1.00) 11.4 1.00 (1.00, 1.00) 21.0 1.00 (1.00, 1.00) 14.7 1.00 (1.00, 1.00) 
Health Insurance Type          
Medicare 18.9 1.42 (1.30, 1.56)* 15.9 1.54 (1.31, 1.81)* 22.7 1.11 (0.94, 1.32) 18.3 1.42 (1.22, 1.64)* 
Medicaid 16.7 1.41 (1.29, 1.54)* 14.1 1.61 (1.38, 1.89)* 19.5 0.96 (0.81, 1.13) 16.7 1.51 (1.31, 1.75)* 
Medicare+Medicaid 20.7 1.37 (1.26, 1.49)* 17.9 1.48 (1.26, 1.74)* 23.5 1.07 (0.91, 1.25) 19.0 1.40 (1.21, 1.61)* 
Self-Pay 11.4 1.15 (1.04, 1.27)* 10.1 1.36 (1.17, 1.59)* 15.9 0.86 (0.69, 1.08) 11.4 1.06 (0.90, 1.25) 
Other 11.2 1.10 (0.99, 1.21) 9.8 1.23 (1.05, 1.44)* 15.7 0.90 (0.72, 1.12) 10.9 1.01 (0.85, 1.20) 
Commercial +/- other 9.3 1.00 (1.00, 1.00) 6.8 1.00 (1.00, 1.00) 19.0 1.00 (1.00, 1.00) 10.0 1.00 (1.00, 1.00) 
Managed Care         
Yes 16.7 0.91 (0.85, 0.97)* 13.8 0.91 (0.81, 1.04)* 13.8 0.91 (0.81, 1.04) 16.1 0.88 (0.79, 0.99)* 









Full Sample Depression Schizophrenia Bipolar 
Unadjusted 
% 
OR (CI) Unadjusted 
% 
OR (CI) Unadjusted 
% 
OR (CI) Unadjusted 
% 
OR (CI) 
Length of Stay         
8+ days 18.3 1.52 (1.40, 1.65)* 16.3 2.09 (1.80, 2.41)* 19.9 0.93 (0.79, 1.08) 18.1 1.56 (1.36, 1.78)* 
5-7 days 14.8 1.28 (1.18, 1.39)* 12.1 1.60 (1.39, 1.84)* 20.2 0.89 (0.76, 1.05) 13.9 1.20 (1.06, 1.37)* 
3-4 days 12.7 1.12 (1.03, 1.22)* 9.6 1.36 (1.18, 1.55)* 20.9 0.86 (0.73, 1.02) 12.8 1.04 (0.92, 1.19) 
1-2 days 11.3 1.00 (1.00, 1.00) 7.6 1.00 (1.00, 1.00) 24.5 1.00 (1.00, 1.00) 12.0 1.00 (1.00, 1.00) 
Admission in prior 90 days         
Yes 28.4 1.40 (1.30, 1.50)* 26.1 1.40 (1.24, 1.59)* 31.6 1.30 (1.15, 1.46)* 27.2 1.48 (1.32, 1.67)* 
No 9.7 1.00 (1.00, 1.00) 7.4 1.00 (1.00, 1.00) 14.6 1.00 (1.00, 1.00) 9.7 1.00 (1.00, 1.00) 
Admissions 1 year prior         
8+ 56.4 7.37 (6.38, 8.51)* 55.1 8.57 (6.56,11.19)* 57.7 6.18 (4.86, 7.86)* 56.3 6.96 (5.43, 8.91)* 
5-7 39.6 4.07 (3.62, 4.59)* 39.0 5.08 (4.10, 6.29)* 40.9 3.38 (2.76, 4.13)* 38.7 3.77 (3.07, 4.62)* 
4 30.1 2.89 (2.54, 3.28)* 27.3 3.20 (2.51, 4.07)* 32.7 2.56 (2.07, 3.16)* 29.6 2.76 (2.22, 3.43)* 
3 25.6 2.43 (2.18, 2.71)* 25.5 3.13 (2.57, 3.80)* 26.7 2.00 (1.66, 2.41)* 24.5 2.21 (1.84, 2.67)* 
2 19.7 1.89 (1.72, 2.08)* 18.8 2.32 (1.97, 2.75)* 22.7 1.69 (1.44, 1.99)* 18.0 1.61 (1.37, 1.89)* 
1 14.7 1.56 (1.44, 1.68)* 11.8 1.65 (1.44, 1.88)* 19.1 1.48 (1.29, 1.70)* 14.5 1.44 (1.27, 1.64)* 
0 7.6 1.00 (1.00, 1.00) 5.6 1.00 (1.00, 1.00) 11.8 1.00 (1.00, 1.00) 8.1 1.00 (1.00, 1.00) 
ER visit in prior 30 days         
Yes 23.9 1.26 (1.18, 1.35)* 20.4 1.25 (1.10, 1.41)* 30.6 1.27 (1.13, 1.44)* 22.5 1.24 (1.10, 1.39)* 
No 12.5 1.00 (1.00, 1.00) 9.3 1.00 (1.00, 1.00) 18.4 1.00 (1.00, 1.00) 12.3 1.00 (1.00, 1.00) 
ER visits 1 year prior          
>10 35.3 1.39 (1.21, 1.61)* 33.7 1.41 (1.09, 1.81)* 39.0 1.26 (0.98, 1.62) 34.0 1.39 (1.10, 1.76)* 
8-10 33.5 1.50 (1.30, 1.73)* 34.0 1.91 (1.47, 2.49)* 40.0 1.53 (1.20, 1.95)* 27.6 1.20 (0.94, 1.55) 
5-7 26.2 1.31 (1.17, 1.46)* 23.5 1.37 (1.12, 1.67)* 32.1 1.24 (1.02, 1.49)* 24.2 1.32 (1.10, 1.58)* 
4 22.1 1.25 (1.10, 1.41)* 19.5 1.36 (1.08, 1.70)* 26.8 1.16 (0.94, 1.44) 20.8 1.22 (0.99, 1.51) 
3 21.4 1.30 (1.17, 1.45)* 18.7 1.46 (1.21, 1.77)* 26.1 1.16 (0.96, 1.40) 20.7 1.30 (1.09, 1.56)* 
2 17.4 1.20 (1.09, 1.31)* 13.8 1.22 (1.04, 1.43)* 24.0 1.20 (1.03, 1.40)* 16.3 1.16 (0.99, 1.34) 
1 14.0 1.17 (1.09, 1.25)* 10.7 1.18 (1.04, 1.34)* 19.8 1.16 (1.02, 1.31)* 13.8 1.16 (1.03, 1.31)* 
0 9.7 1.00 (1.00, 1.00) 7.1 1.00 (1.00, 1.00) 15.0 1.00 (1.00, 1.00) 9.7 1.00 (1.00, 1.00) 
Comorbid Diagnosis   
      









Full Sample Depression Schizophrenia Bipolar 
Unadjusted 
% 
OR (CI) Unadjusted 
% 
OR (CI) Unadjusted 
% 
OR (CI) Unadjusted 
% 
OR (CI) 
Drug Abuse 15.2 0.95 (0.89, 1.02) 11.9 0.93 (0.83, 1.05) 21.3 0.91 (0.80, 1.02) 14.9 1.01 (0.92, 1.12) 
Diabetes 16.8 0.99 (0.90, 1.10) 13.3 1.05 (0.88, 1.25) 21.4 0.95 (0.81, 1.11) 16.0 1.01 (0.84, 1.22) 
CVD 17.3 1.02 (0.95, 1.09) 13.8 1.06 (0.94, 1.19) 22.6 1.02 (0.91, 1.13) 16.8 1.00 (0.89, 1.13) 
Asthma/COPD 17.6 0.99 (0.89, 1.09) 14.1 1.02 (0.85, 1.22) 22.4 0.91 (0.78, 1.08) 17.2 1.05 (0.89, 1.23) 
Other Neurological 15.9 0.93 (0.82, 1.05) 12.9 0.97 (0.77, 1.22) 18.5 0.80 (0.63, 1.00) 17.1 1.01 (0.82, 1.25) 
Hypothyroidism 15.3 1.03 (0.90, 1.18) 10.4 0.94 (0.72, 1.23) 22.6 1.08 (0.86, 1.37) 15.0 1.05 (0.85, 1.30) 
Kidney or liver disease 20.9 1.20 (0.98, 1.46) 21.6 1.35 (1.00, 1.81)* 19.6 0.86 (0.56, 1.33) 20.8 1.28 (0.91, 1.82) 
Obesity 17.7 1.09 (0.97, 1.23) 11.4 0.92 (0.71, 1.20) 23.5 1.08 (0.90, 1.31) 17.6 1.19 (0.97, 1.45) 
Fluid/electrolyte disorders  16.2 1.00 (0.89, 1.12) 14.5 1.12 (0.91, 1.38) 18.6 0.90 (0.75, 1.09) 15.5 1.00 (0.81, 1.24) 
Psychoses +/- depression  20.4 1.02 (0.87, 1.20) 10.5 0.67 (0.38, 1.16) 23.0 1.09 (0.92, 1.30) 11.4 0.83 (0.40, 1.72) 
Odds ratios are adjusted 
*Statistical significance at (p < .05) for ≤30-day readmission. 
 Prior utilization of inpatient and emergency services in the HCA system were consistent predictors of readmission for 
all SMI diagnoses.  Generally, the more hospital contact a patient had prior to an admission, the more likely he/she was to 
experience an early readmission.  In our full sample of admissions, 49.7% of patients had been hospitalized at least once in the 
90-days prior to their admission.  These individuals experienced an unadjusted early readmission rate of 28.4% compared to 
9.7% among other patients; in adjusted analyses, they were significantly more likely (1.40, [1.30,1.50]) to experience a 30-day 
readmission.  Figure 12 illustrates the monotonically increasing relationship between the number of inpatient stays in the prior 




Figure 12: 30-Day Readmission Rate by Number of Admissions in the Previous Year by Diagnosis 
  
 In our full sample of psychiatric hospitalizations, just over one-quarter (27.8%) of 
patients sought care in an HCA emergency room at least once in the 30-days leading up 
to the admission; these patients experienced a 30-day readmission rate of 23.9% 
compared to 12.5% among those who had not received recent emergency care.  In 
multivariate models, individuals who had received recent care in the emergency room 
were significantly more likely (1.26, [1.18,1.35]) to experience a readmission in the 30-
days post discharge.  As with hospital admissions, the number of ED visits in the prior 
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Figure 13: Number of ER Visits in Prior 90-Days and Readmission Rate by Diagnosis 
 
 We further assessed the interaction between prior experience and comorbidities 
and their relationship with early readmissions by comparing proportions of psychiatric 
and non-psychiatric admissions in the 90-days prior to an index admission with the 
proportion of psychiatric and non-psychiatric readmissions within 30-days with the goal 
of assessing utilization patterns by illness type and the impact of medical comorbidities 
on inpatient and ED utilization.  As shown in Table 11, prior admission to an HCA 
facility, whether for medical or behavioral illness was associated with increased risk for 
readmission within 30-days.  Across all SMI types, patients who experienced a pre-index 
hospital admission were readmitted in similar proportions for psychiatric and non-
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Table 11: Utilization Patterns from Multivariate GEE Models of 30-Day Readmission After Community Discharge for Serious Mental Illness, 
Overall and by Primary Diagnosis 
Characteristics 

























Psychiatric admission in the 90 days prior to index admission 
Yes 12296 (29.2) 1.29 (1.20, 1.39)* 3430 (27.1) 1.23 (1.07, 1.42)* 4513 (31.9) 1.25 (1.10, 1.41)* 4353 (28.0) 1.37 (1.21, 1.56)* 
No 44356 (10.3) - 19558 (8.2) - 9128 (15.0) - 15670 (10.3) - 
Non-psychiatric admission in the 90 days prior to index admission 
Yes 3628 (28.2) 1.19 (1.07, 1.33)* 1623 (27.5) 1.24 (1.04, 1.48)* 704 (33.2) 1.18 (0.93, 1.48) 1301 (27.8) 1.17 (0.97, 1.41) 
No 53024 (13.4) - 21365 (9.6) - 12937 (20.0) - 18722 (13.2) - 
Psychiatric ER visit in the 30 days prior to index admission 
Yes 3776 (24.5) 1.15 (1.04, 1.27)* 1201 (20.8) 1.04 (0.86, 1.26)* 1194 (31.1) 1.25 (1.06, 1.47)* 1381 (22.0) 1.12 (0.94, 1.33) 
No 52876 (13.7) - 21787 (10.5) - 12447 (19.6) - 18642 (13.5) - 
Non-psychiatric ER visit in the 30 days prior to index admission 
Yes 6732 (24.5) 1.29 (1.19, 1.39)* 2579 (20.2) 1.29 (1.12, 1.48)* 1568 (31.7) 1.27 (1.09, 1.47)* 2585 (23.5) 1.29 (1.13, 1.47)* 





30-days leading up to an index admission.  Among our full patient sample, hospital 
contact of any kind, in the period leading up to an index psychiatric admission, 
significantly increases the odds of early readmission after community discharge.  
Psychiatric admission in the 90-days prior to an index admission, and non-psychiatric ED 
visits 30-days prior to an index admission were significantly associated with greater odds 
of 30-day readmission regardless of SMI type.  However, statistical significance for non-
psychiatric (medical) admission and psychiatric ED visits prior to an index admission 
varies by SMI type.  For example, medical admission in the 90-days prior to an index 
admission among patients with schizophrenia (1.18, [0.93, 1.48]) and bipolar illness 
(1.17, [0.97, 1.41]) is not significantly associated with readmission.  However, non-
psychiatric admission in the 90-days prior to an index admission among patients with 
depression (1.24, [1.04, 1.48]) is significantly associated with early readmission.    
 In the full sample, unadjusted readmission rates varied between 15.1% for 
patients with alcohol abuse to 20.9% for patients with comorbid kidney or liver disease. 
When considered individually in bivariate models (Appendix Table 1 Page 244), several 
of the comorbidities were significant predictors of increased short-term readmissions, and 
these varied by type of SMI admission. Significant bivariate predictors included: for 
patients with depression: alcohol abuse (1.38, [1.24, 1.53]), drug abuse (1.12, [1.00, 
1.25]), diabetes (1.26, [1.07, 1.48]), CVD (1.37, [1.24, 1.51]), asthma/COPD (1.36; [1.15, 
1.60]), renal failure/liver disease (2.26, [1.72, 2.97]), and fluid/electrolyte disorder and/or 
deficiency anemias (1.39, [1.15, 1.69]); for patients with bipolar illness: CVD (1.27, 




1.54]), renal failure/liver disease (1.61, [1.16, 2.23]), and obesity (1.32, [1.09, 1.59]); and 
for patients with schizophrenia CVD (1.16, [1.05, 1.28]) and renal failure/liver disease 
(1.19, [1.00, 1.42]).  However, when the other sociodemographic and utilization 
predictors were included in multivariate models, none of the comorbid diagnoses 
remained as a significant predictor of 30-day readmission, overall or by SMI type.  
Section 5: Discussion 
The strongest predictors of early readmission following discharge for serious 
mental illness are insurance type and prior facility utilization.  Receipt of public 
insurance through Medicaid or Medicare and previous hospital contact are positively 
associated with readmission, while receipt of managed care consistently protects against 
early readmission in adjusted models.  Furthermore, the more prior contact a patient has 
had with either the ED or inpatient facility, the more likely they are to experience an 
early readmission.  These factors outweigh any differences in early readmissions 
accounting for co-occurring medical illness.    
Few demographic factors were significant predictors of early readmission.  Our 
finding that males are readmitted at higher rates than females is in keeping with prior 
research on differences in disease presentation as well as insurance coverage among 
males and females (97).  The differences in readmission rates between genders by 
diagnosis may be impacted by several factors such as help-seeking behavior, access to 
and receipt of social services, presentation of symptoms by illness, and response to 
treatment.  For example, among patients with depression, females tend to seek medical 




gender (179).  Among patients with schizophrenia, it is known that female patients 
respond better to treatment and experience fewer hospitalizations than males (180,181).  
However, it is also likely that males might experience more severe symptoms and be 
readmitted at higher rates than women.  More research is needed to fully understand the 
gender differences in readmission rates by illness.     
Neither age nor race/ethnicity are significant predictors of readmission.  While 
race/ethnicity was not a significant predictor of 30-day readmission, black/African 
American individuals experience a higher unadjusted readmission rate than (16.4%) than 
white individuals (14.3%).  This was somewhat surprising in light of existing literature 
on care seeking behavior and subsequent psychiatric treatment among racial/ethnic 
minorities (182).  Racial/ethnic minorities tend to have lower rates of inpatient and 
outpatient care due to mistrust of the U.S. medical system (183).  The elevated 
readmission rate observed for African American patients in our study may be impacted 
by many factors, such as differences in accessibility and utilization of primary care, 
community policing patterns, stigma and discrimination, or available psychiatric hospital 
alternatives in communities with larger African American populations. More research is 
needed to fully understand this finding.  
Public insurance through Medicaid or Medicare was a consistent predictor of 
early readmission.  This affirms prior research showing that low-income, elderly and/or 
disabled individuals are at higher risk of developing co-occurring behavioral and medical 
illnesses (16) and experience increased risk of hospitalization (81,82); our study 




attributable to several factors.  Patients with a severe behavioral illness and/or permanent 
disability who cannot work qualify for public insurance due to the severity and chronic 
nature of their disease.  Depending on the stage and severity of their illness, these patients 
may need more frequent inpatient care.  In addition, Medicaid/Medicare patients may 
face difficulty finding outpatient psychiatric providers in their local communities who 
accept their insurance, especially in medically-underserved semi-rural and rural 
communities.  As a result, patients may lack continuity of care in the community and be 
forced to use local hospitals and emergency departments as a source of primary care, or 
they may only seek care when experiencing an acute medical/psychiatric emergency.   
 These results highlight the need for additional research to better understand key 
predictors of readmission among patients with schizophrenia. In our sample, patients with 
schizophrenia experienced the highest rates of early readmission, highest incidence of 
comorbid medical illness, and highest past-year rates of hospital contact (both emergency 
and inpatient). The predictors of readmission for schizophrenia patients differ 
substantially from those observed among patients diagnosed with bipolar illness and 
major depression.  The frequency of readmissions in this patient population is indicative 
of the challenges inherent in treating patients with schizophrenia due to its complex, 
unpredictable etiology and natural history.  In order to develop effective interventions for 
patients with schizophrenia, more targeted research is needed to better understand 
readmission patterns and predictors in this patient group.     
 With respect to medical comorbidities as predictors of readmission, there are clear 




when adjusting for other factors such as demographics, payer status, and inpatient and 
ED utilization, the role comorbid medical illness plays in readmission is diminished and 
overshadowed by other stronger predictors.  The differing results between the bivariate 
and multivariate models indicate that medical comorbidities are highly correlated with 
prior utilization, insurance type/income, and gender, which overpower the role 
comorbidities play in predicting early readmissions.   
 Our results highlight the fact that hospital contact for non-psychiatric illness is an 
important predictor of readmission.  If medical comorbidity is not addressed during either 
an inpatient stay or ED visit, individuals with a serious mental illness are at increased risk 
for readmission after an index psychiatric admission.  Furthermore, previous hospital 
contact, either in the form of ED utilization or inpatient admission, is a key predictor of 
early readmission.  Patients with the highest rates of readmission also had the highest 
rates of recent hospital contact regardless of illness type (medical or behavioral). While 
patients with high rates of hospital utilization represent a small proportion of all patients 
in the sample, they play a significant role in high overall readmission rates.  In order to 
reduce readmission rates, it is essential for clinicians and administrators to pay particular 
attention to patients with high rates of hospital contact and to develop individualized, 
comprehensive, patient-centered interventions to improve health outcomes in this 
population of patients.   
 A key first step to developing such interventions would be to analyze the 
attributes of managed care programs targeting patients with a severe mental illness.  




readmission.  Further research is needed to identify which elements of managed care 
plans may have the greatest impact on the reduction of readmissions.  Furthermore, it is 
unclear whether identified best practices in managed care can be replicated across large, 
diverse patient populations.   
 Another key element in developing successful interventions for high utilizers is 
developing strong clinical and community partnerships to ease the stress of transition to 
the community after an inpatient psychiatric stay.  Inpatient clinicians, outpatient 
providers, insurance providers, and other community partners such as law-enforcement 
and public housing authorities need to work in tandem with open and frequent 
communication to manage patients with behavioral illness and provide coordinated, 
compassionate care.  Whenever a patient is seen in the hospital, staff should know not 
just how many times this individual has received treatment in their hospital, but the total 
picture of their hospital and community care, and details of the long-term plan to support 
them in the community.  Knowing this information would improve care coordination and 
cut down on duplication of efforts by multiple providers for the same patient. This kind 
of systematic communication and sharing of data between payers, hospitals, outpatient 
providers and community groups does not exist within the HCA system, and little is 
known about how to operationalize such a partnership on a large and generalizable scale.  
Additional research is needed to better understand the relationships between hospital and 
community providers in order to develop cross cutting, systemic interventions across both 
medical and community settings to improve the long-term health outcomes of people 




Section 6: Limitations  
 This study has several noteworthy limitations.  First, HCA does not have a 
mechanism by which it can gather information on out-of-system service utilization except 
for self-reported, anecdotal data collected during patient admission assessments.  As a 
result, readmissions to an out-of-system hospital are not included in this analysis.  
Research has shown that 30-day readmissions to a different inpatient facility occur for 
approximately 20-30% of all adult patients discharged for medical illness (184,185).  
Rates of readmission to other hospitals tend to vary by disease, for-profit hospital status, 
race and a variety of other factors (184–186).  Further research is needed to assess cross-
facility predictors of readmission among individuals with a serious mental illness and co-
morbid medical illness. 
 Second, comorbidities included only those coded during the inpatient admission.  
It is possible that some co-occurring illnesses were not coded in HCA’s EMR due to 
human error or other factors present during a patient’s stay.  We did not use comorbidity 
data from previous encounters in the HCA system in order to keep ascertainment of 
comorbidities consistent across all admissions.   
Additionally, our dataset was limited to coded data recorded in the HCA EMR.  
Currently, the HCA EMR does not capture coded data on (1) measures of patient status or 
severity of illness at admission or discharge, (2) duration of psychiatric condition, or (3) 
sources of community-based care.  We have no way of knowing how many admissions 
followed an initial psychiatric event or how many were associated with long-term 




inappropriate points in their treatment due to limitations in insurance coverage.  
Furthermore, we have no way of assessing the success of inpatient to community 
transitions.   
Finally, while there is clear variation in regional and hospital readmission rates, 
we are unable to determine potential causes of these differences.  There is need for 
qualitative work to understand the impact of local health system context and community 
factors as drivers of readmissions not just within HCA facilities, but at facilities 
nationwide.   
Section 7: Conclusions 
 This study is one of the first to explore the role that socio-demographics, 
utilization history, medical comorbidity and geography play in early readmissions among 
individuals with a serious behavioral illness.  Given our finding that patients with high 
rates of contact at inpatient and ED settings experience high rates of early-readmission, it 
would be wise for hospital clinicians and administrators to develop protocols to better 
manage patient care for high utilizers in their system, and to partner with outpatient and 
community organizations to improve continuity of care and patient management in 
outpatient settings for this group.  Linkages between facilities and payers should be 
strengthened to link patients with regular providers who can effectively manage their 
behavioral and medical illnesses.  Given that receipt of managed care was protective 
against early readmission in our patient cohort, payer and hospital interventions modeled 
after such programs may prove successful.  While comorbid medical illness was not 




not be overlooked when engaging in systems strengthening activities.  Our analyses 
highlight a number of gaps in our knowledge on the socio-political, programmatic and 
policy environment as it relates to early readmissions.  This research points to a need to 
conduct systems-level analyses of large, geographically diverse hospital systems to better 
understand the relationship between patient management, hospital policies, the local care 
system, and early readmissions, and to subsequently develop cross cutting, systemic 
interventions across both medical and community organizations to improve the lives of 




CHAPTER THREE: RESEARCH DESIGN AND METHODS 
 The study employs a case study methodology to address the following primary 
research question: What are the key domains within hospital policies, inpatient treatment, 
outpatient care, and community services that contribute to variations in quality of care 
and early (≤ 30-day) readmission among individuals diagnosed with a severe behavioral 
illness?  Using a modified Consolidated Framework for Implementation Research (CFIR) 
as an organizing framework, two case studies were conducted, each within a state served 
by a large U.S. hospital system, the Hospital Corporation of America (HCA). Texas and 
Florida were chosen as they have the highest concentration of facilities within the HCA 
portfolio. Within each state, two hospitals were selected—one with a high readmission 
rate, the other a lower readmission rate. To examine the relative importance of multiple 
levels of factors, we completed document reviews of hospital policies, dashboards, 
procedural guides, state-level strategic plans, publicly available documentation from 
CMS and other sources.  We further conducted in depth, semi-structured interviews 
(N=52) with corporate leaders, physicians and nurses, and community representatives at 
each of the four facilities regarding their knowledge and perceptions related to factors 
that may contribute to readmission patterns within their institutions. Interviews were 
audio recorded and transcribed for analysis.  All qualitative data were analyzed using 
NVivo.  Key themes and patterns found among transcripts and site observation notes 
were coded in line with principles from the case study conceptual model and CFIR. 
Finally, each hospital was scored on nine key constructs within the CFIR to facilitate a 




readmission rates.  The preliminary study, an analysis of HCA EMR data from 15 states 
(including Texas and Florida) presented in Chapter 2, was used to contextualize case 
study findings.  Readmission rates and patient characteristics for study facilities were 
calculated using data from Chapter 2.  The analysis of patient-level predictors of 
readmission in the 15-state sample informed the qualitative analysis of differences in 
readmission rates within the hospitals selected for the case studies. Figure 14 diagrams 
the design of this study.   
Figure 14: Flow Diagram of Study Activities 
Retrospective analysis of HCA EMR data to identify:  
(a) predictors of early readmission (b) case study sites
Identify Case 2 
Geographic Region B
Identify Case 1 
Geographic Region A
KII & SO at 
Hospitals 
1 & 2
KII & SO at 
Community 
Orgs
KII & SO at 
Hospitals 
3 & 4
KII & SO at 
Community 
Orgs
Triangulate qualitative case study data from cases 1 & 2 with document review and to assess key 
constructs affecting the interplay between federal, state and hospital policies, inpatient 
treatment, outpatient care, community programs and their role early in readmissions.  
Document Review 





Section 1: Case Study Methods 
A: Case Study Setting 
This case study was conducted as a collaboration between the Harvard Pilgrim 
Health Care Institute (HPHCI) and the Hospital Corporation of America (HCA).  The 
Harvard Pilgrim Health Care Institute’s (HPHCI) Department of Population Medicine is 
a joint academic department of Harvard Pilgrim Health Care, a non-profit health 
insurance company based in Wellesley, Massachusetts, and Harvard Medical School. 
HPHCI’s mission is to improve health care delivery and population health through 
innovative research and teaching.  The Hospital Corporation of America is a private 
healthcare system, comprising 165 hospitals, 229 emergency rooms, 115 freestanding 
surgery centers in over 20 states. HCA provides approximately 4-5% of all U.S. inpatient 
care. The HCA Behavioral Health service line includes 41 inpatient psychiatric units, five 
psychiatric hospitals, and over 2,800 inpatient beds, which accounted for over >105,000 
admissions in 2015.      
HPHCI and HCA have entered into a formal, multi-year partnership with an 
established framework for conducting collaborative work in areas of mutual interest and 
strategic opportunity, including research, public health, quality improvement and 
evaluation with the aim of creating a learning health care system (187).   
B: Rationale 
Case study methodology allows for assessment of “how” and “why” questions in 
a context where researchers have little or no control over daily activities (188), making it 




between hospitals and how contextual factors impact readmission rates.  This study was 
designed to assess determinants of readmissions in the context of hospital and system 
level policies and programs.   
C: Case Study Research   
 Case study research takes many forms.  Researchers have freedom to develop the 
basic design of any case study.  Four of the most commonly used designs: single-case 
(holistic) designs (type 1), single-case embedded designs (type 2), multiple-case designs 
(type 3), and multiple-case embedded designs (type 4) (188).  This case study takes the 
form of a modified Type 4 design.  It is an embedded, multiple-case design (2 total 
cases), modified to fit within the singular HCA context. 
Multiple case-study methodology takes place in three phases: (1) define and 
design; (2) prepare, collect and analyze; and (3) analyze and draw conclusions.  Inclusion 
of a “constant feedback” loop allows for revision of the study hypothesis, redesign of the 
study, or selection of new cases as needed.  Figure 15 (adapted to this case) diagrams the 
study workflow.  Further details on selection of cases, rationale for selection, and theories 
employed throughout the course of this work are provided in Section 3: Interpretation & 
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D: Case Study Conceptual Model 
 A conceptual model was developed to illustrate the interplay between system- and 
individual-level factors impacting early readmissions among patients hospitalized for a 
serious mental illness.  The five-level figure broadly models the interplay between federal 
and state policies, the HCA hospital system, the local community, the facility/hospital 
and patient characteristics as determinants of early readmissions.  The model portrays 
broad levels of directionality; however, the relationship between individual variables in 
each layer is complex and many are inter-related and dependent on each other. 
 Federal and state policies are encompassed in the broadest level of the model as 
they play a large role in individual- and system-level outcomes.  Variables in this level 
include the presence of Medicaid expansion, state level legislation surrounding 
involuntary admission, and the level of engagement between local policy makers and 
community and facility leadership.  
 The HCA corporate entity is displayed as a broader circle enveloping community, 
as HCA has a presence in multiple states throughout the country.  HCA is not directly 
involved in state politics.  However, HCA’s market share and business presence in case 
study states may make them a factor in legislative decision making. Variables in this 
level impacting readmissions include corporate clinical protocols and pathways, and 
corporate information systems. 
 In each case study, “community” is conceptualized as the immediate local area in 
which each facility is located.  Case studies analyze outpatient resources available to and 




model.  Variables impacting readmissions include patient access to outpatient behavioral 
and primary care, presence and condition of temporary housing, law enforcement 
attitudes, and level of engagement with facility leadership and local policy makers.   
 Hospital/facility-level variables impacting readmissions are located in the 
“facility” ring and include hospital clinical protocols and pathways, hospital information 
systems, level of engagement with the surrounding community, local policy makers, 
presence of on-site outpatient services offered to patients, clinician-to-patient ratio and 
ability to recruit and retain qualified personnel.  Patient-level variables impacting 
readmissions are located in the innermost ring and include the presence of prior 
readmissions, prior utilization of the emergency department, income, gender, insurance 
type, severity of illness and presence of a medical comorbidity.  The full model is 
displayed in Figure 16.  










Section 2: Qualitative Data Collection, Methods, Analysis & Interpretation  
The CFIR conceptual model was selected as a tool to guide the assessment of 
which factors inside and outside of hospitals may account for variations in readmission 
rates. Key informant interviews and site observations were conducted to explore the 
relationship between state and local policies, HCA system, community-, facility- and 
patient-level variables and their relationship to 30-day inpatient readmission rates 
identified during analyses of HCA EMR data, described in Chapter 2.   
Using the Consolidated Framework for Implementation Research (CFIR) 
supplemented with Community Readiness Theory as organizing frameworks, key 
informant interviews (KII) and site observations were completed with (1) HCA service 
line leaders, (2) HCA hospital leaders and clinical staff, and (3) employees of community 
organizations operating within selected HCA hospital patient catchment areas. Site 
observations were conducted at each hospital. 
A: Site Selection for Case Studies:   
First, two states were selected for in depth study, then within each state, a pair of 
facilities was 
selected, one with a 
higher and one with 
a lower readmission 
rate.  Case study 
facilities were 
selected based on a 
Figure 17: Map of HCA Facilities 
  
89 
combination of factors, including facility readmission rates, geographic location, 
proximity to other HCA hospitals and divisions, access to community resources, HCA 
market presence and corporate desire for more information on hospitals in specific 
markets.  Figure 17 provides a map of all hospitals in the HCA portfolio.   
HCA corporate staff expressed a strong desire to gather information from Texas 
and Florida in particular, as facilities in these states have the highest rates of patient 
readmission in the entire hospital system.  Part of HCA’s corporate strategy is to 
purchase multiple hospitals within a given market, so HCA hospitals tend to be located in 
clusters.  To explore why readmission rates vary between facilities within the same 
geographic market, study facilities were required to sit within 20 miles of each other in 
the same hospital cluster.  Hospital clusters in urban or suburban areas of Texas, Florida 
and Tennessee, with 100 or more admissions for a serious mental illness in 2014 were 
eligible to serve as sites to ensure appropriate diversity of patient population and 
adequate breadth of provider experience.  Using these criteria, facility-level readmission 
rates for all hospitals in Texas, Florida and Tennessee were calculated using data from 
the HCA EMR discussed in Chapter 2.  The rates were then placed on the map of all 
HCA hospitals in the three states to assess variations in readmissions among hospital 
clusters in each market.  Readmission maps are located in the Appendix Figures 1 and 2 
Pages 247-248.  
   Within each hospital cluster in Texas (N=2) and Florida (N=3), the hospitals 
with the highest and lowest readmission rates were identified as ideal case study sites.  
Using these parameters, ten hospitals were eligible for study selection.  The final four 
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facilities to be included in the two case studies were selected in collaboration with HCA 
corporate leadership.  Leadership wanted to understand why readmission rates varied 
between facilities despite their shared experiences with the local care environment.  The 
Texas facilities were selected due to their urban location, proximity to a relatively high 
volume of community resources, similar size and patient volume, and shared experience 
with a complex and siloed care environment in the state.  The Florida facilities were 
selected based on their suburban location, lack of community resources, similar size and 
patient volume, and shared experiences operating in a state with little guidance or support 
from local and state policy makers.  Leadership from all four facilities consented to 
participate in the study. 
B: Consolidated Framework for Implementation Research 
The Consolidated Framework for Implementation Research (CFIR) model (Figure 
18) was used to guide a majority of the case study inquiry, data collection and analyses.   
The CFIR is composed of five domains and 39 corresponding sub-constructs which have 
been associated with effective implementation (189). The five domains include: (1) 
intervention, (2) inner setting, (3) outer setting, (4) individuals involved, (5) process by 
which implementation is accomplished (189).  The CFIR provides structure for 
approaching complex, interacting, multi-level social and behavioral theories by 
consolidating, key constructs from published implementation theories (190).  It is ideal 
for use in formative evaluations involving multiple settings (189).  It is not practical to 
assess all 39 constructs in a single study, so investigators typically focus on a specific 
subset of constructs when designing evaluations.  The current study is no exception.  In 
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consultation with HCA and HPHCI leadership, several areas were selected for close 
examination in the case studies:  fidelity to system-wide programs and policies, potential 
predictors of high and low-readmission rates, facility-level best practices for reducing 
early readmissions, and the role community organizations in development and 
implementation of best practices were selected as focal points for the case studies.  Of the 
39 CFIR constructs available in the full model, the following eight (Table 12) were 






Figure 18: Consolidated Framework for Implementation Research 
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Table 12: Selected CFIR Constructs and Corresponding Definition 
CFIR Construct Definition Employed in Case Study 
Structural 
Characteristics 
The physical structure, social architecture, age, maturity, and size of 
an organization and their potential for impact on readmissions 
Implementation Climate 
& Tension for Change 
Originally two separate constructs, but modified into a single entity 
assessing the extent to which hospital staff perceive patient 
readmissions and related factors as needing change, and the 
institutional capacity and receptivity for a potential proposed change.   
Hospital Leadership 
Engagement, 
Champions, & Opinion 
Leaders 
Measures current commitment, involvement, and accountability of 
facility leaders and managers in reducing patient readmissions, as 
opposed to implementing a specific intervention.  It also serves to 
assess the presence of facility level “champions” and “opinion 
leaders” who have made it their personal goal to improve quality of 
care 
Patient Needs & 
Resources in the Hospital 
The extent to which patient needs and barriers and facilitators to meet 
those needs, are accurately known and prioritized by the hospital 
and/or HCA corporate entity.  
HCA Leadership 
Engagement 
Documents and analyses commitment, involvement, and 
accountability of HCA corporate leaders and managers in hospital 
operations with respect to readmissions. 
External Policies & 
Incentives 
A broad construct used to asses local and national policies and 
regulations which impact patient care in hospital and the community 
and the effect they have on readmissions.  
Patient Needs & 
Resources in the 
Community 
The extent to which the needs of patients, as well as barriers and 
facilitators to meet those needs, are accurately known and prioritized 
by facilities and the community.   
External Change Agents 
and Engaging 
Assesses the extent to which facilities are engaged with outside 
entities such as outpatient providers, social services providers and 
advocacy groups in the local area who are equipped to assist in 
reducing facility readmission rates.   
Full details on all 39 constructs and elements of the CFIR can be found in Appendix 
Table 2 Page 249.  
 Elements of the Community Readiness Model (CRM) were incorporated into this 
case study to fill gaps in the CFIR framework (191).  To fill this gap, one additional 
construct entitled “Knowledge of Current Efforts and Situation” (defined in Table 13) 




Table 13: Selected CRM Construct and Corresponding Definition 
CRM Construct Definition Employed in Case Study 
Knowledge of Current 
Efforts and Situation 
Used to (a) understand what programs and policies exist at case study 
hospitals related to continuity of care and daily operations, and what 
level of knowledge staff possess of these activities, (b) assess the 
existence and efficacy of initiatives at hospitals that were designed to 
reduce readmissions, and (c) assess fidelity to programs or initiatives 
in place.   
 Figure 19 displays the final conceptual framework that guided all areas of inquiry.    
Figure 19: Theoretical Model and Corresponding Constructs 
Outer Setting 
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C: Key Informant Interviews 
A series of semi-structured, open-ended key informant interviews (N=52) was conducted 
at the HCA corporate, division and hospital levels as well as with organizations external 
to HCA to assess the full spectrum of policies and programs which impact readmissions.  
The interviews explored expected and unexpected patterns in the selected modified CFIR 
constructs. 
 Key informants were identified using a combination of convenience and snowball 
sampling.  Initially, leadership from the HCA Behavioral Health Service line 
recommended a convenience sample of behavioral health leaders at each of the four 
hospitals to serve as key informants.  Upon completion of the first round of interviews, 
hospital leaders were asked to identify other individuals who could serve as key 
informants (i.e. snowball sampling). Similar methods were used to identify informants 
from community (non-hospital) organizations. Table 14 displays examples of each type 
of key informant. 
Table 14: Categories of Key Informant 
HCA Hospital & Corporate Level Local Stakeholders 
• Emergency department 
• Inpatient psychiatric 
• Inpatient medicine (all services) 
• Hospital leadership 
• Corporate service line leaders 
• Insurance (Private) 
• Medicare/ Medicaid 
• Community mental health providers 
• Care management programs 
• State and local health agencies 
• Legislators 
• Law enforcement 
D: Interview Guide 
Interview guides tailored to constructs applicable to this research were developed 
using the CFIR Technical Assistance website’s “interview guide tool”.  The full 
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interview guide with questions mapped to the CFIR and CRM constructs is displayed in 
the Appendix Document 1 Page 251.  Interview guides were tailored to interviewees 
areas of employment and expertise. 
E: Site Observation & Environmental Scan 
Site observations were conducted via formal tours of each facility.  They were 
conducted at both hospitals in each of the two geographic locations, on the same date as 
the key-informant interviews.  Hospital personnel conducted the tours which included 
viewing of emergency and psychiatric departments and waiting areas.   
Informal observations were also completed during key-informant interviews.  
Data were collected on the immediate environment of work spaces, as well as interviewee 
persona and attitudes about patients and organizations.  These data served to bolster 
information gathered on fidelity to hospital and system-wide policies and procedures, 
predictors differentiating high and low performing hospitals and programmatic best 
practices. 
 A modified version of the ACT Consortium’s1 site observation tool was used to 
record observational data gathered during facility tours.  This tool was modified to fit the 
needs of this study and to work within the modified CFIR.  It is displayed in the 
Appendix Document 1 Page 251.  Data were gathered across each of the modified CFIR 
                                                 
1 The ACT Consortium is a Global Research Partnership comprised of public health institutions in the 
United States, Europe, Africa and Asia.  Scientific oversight of this collaboration is based out of the 




constructs pertaining to this body of work.  All data gathered were compiled in the case 
study database and stored on a secure server at the Harvard Pilgrim Health Care Institute.   
F: Document Review   
Document review was conducted to further explore constructs that may have an 
impact on impact on readmission rates.  Data collection for this portion of the research 
was completed via outreach to Behavioral Health service line leadership at HCA 
corporate headquarters with a request for information relevant to the study from a 
corporate standpoint.  The National Medical Director and Vice President of Behavioral 
Health Services as well as the Assistant Vice President, Behavioral Health Services 
provided corporate level documentation of system-wide policies, quarterly dashboards 
featuring trends in readmissions and other quality metrics, screening guidelines and 
measures used at all facilities; each also agreed to be interviewed as a key informant.  
The Regional Vice Presidents of Behavioral Health for each case-study market provided 
hospital specific data, including facility specific financial information by payer-mix, 
readmission data, and policies and procedures specific to selected hospitals.  Other 
documentation regarding state level policies and quality metrics in Texas and Florida 
were collected via internet searches and from key informants at case study facilities.  
These documents included legislative text, state level strategic plans specific to 
behavioral health, publicly available documentation from CMS and the U.S. Census, task 
force recommendations regarding behavioral health treatment, and independent academic 
publications on the structure of behavioral health service provision in each state.   
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G: IRB Oversight  
 The Boston University Medical Center (BUMC) IRB ceded to the Harvard 
Pilgrim HealthCare (HPHC) IRB which provided oversight for this study.  A modified 
consent process was approved by the HPHC IRB.  Oral consent for key informants was 
obtained.  Consent was implied by voluntary completion of the key informant interview.  
A written statement about the study was given to all key informants.  Information about 
interview objectives and overall study was verbally provided to participants at the start of 
all interviews. Procedures for confidentiality and anonymity were explained.  Participants 
were informed interviews would be digitally recorded for future transcription.  
Section 3: Interpretation & Analyses of Qualitative Data 
A: Case Study Protocol   
A study protocol modeled after the ACT Consortium Guidance: Qualitative 
Methods Protocol Template with example Tools and SOPs (192) was developed and 
employed throughout the research to ensure reliability of results. This protocol was 
developed and reviewed as part of the IRB (Institutional Review Board) application, 
which ensured the ethical conduct of this case study.  The full protocol is located in 
Appendix Document 1 on Page 251. 
B: Analytic Strategies  
 The modified CFIR provided the structure for analysis of all textual data.  Data 
relating to state and local policies, HCA system, community-, facility- and patient-level 
variables were linked to the nine CFIR constructs selected for the study.  The analysis 
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was then guided by the study’s overarching research question:  What are the key domains 
within hospital policies, inpatient treatment, outpatient care, and community services that 
drive variations in quality of care and predict early (≤ 30-day) readmission among 
individuals diagnosed with a severe behavioral illness, and a secondary, co-occurring 
medical disease?   
 Key informant interviews were audio recorded and transcribed into Microsoft 
Word by Anita’s Quality Transcripts.  All transcripts, documents, and notes from facility 
observations were read line-by-line three times to identify the underlying meaning of 
each portion of text.  Key and/or difficult portions of text were reviewed by senior 
members from the HPHCI team and discussed in relation to the conceptual model, project 
aims, and emerging themes.   
 Transcripts, site observation notes and document review files were imported into 
NVivo (QSR International, Cambridge, MA) qualitative data management software for 
coding and analysis.  The NVivo case study file served as the study database and 
repository for all information gathered during data collection.  It was designed to enable 
efficient retrieval of key pieces of evidence.   
 The process of coding text included the following steps:  1) multiple readings of 
documents and transcripts; 2) assignment of portions of text to domains and constructus; 
and 3) coding of key passages within each domain and construct, based on themes.  The 
nine modified CFIR constructs identified for analysis (described in Tables 12 and 13 
Page 94) were designated as “nodes” in NVivo.  Key passages grouped by theme were 
subsequently assigned to nodes.   
  
99 
 A coding template was developed from early transcripts, and then used to code 
later transcripts in an ongoing, iterative manner.  The coding template was continually 
refined to reflect new and emerging research themes and key findings.  The complete 
codebook is located in the Appendix Table 3 Page 290.   
C: Scoring of Results  
 To analyze of the relative impact of factors within each construct on readmission 
rates, a scoring system was developed.  Scores ranging from 1-5 were used to assess 
facility level constructs.  A score of 1 indicates low-performance in a construct, and 5 
indicates high performance.  Scoring results and rationale are presented in Chapter 6.   
D: Addressing Threats to Case Study Validity   
To ensure appropriate methodology was employed during implementation, four 
tests were applied to this research (188).  These include:  
1. Construct Validity: Identifying correct operational measures for the concepts being 
studied 
2. Internal Validity: Seeking to establish a causal relationship, whereby certain conditions 
are believed to lead to other conditions, as distinguished from spurious relationships 
3. External Validity: Defining the domain to which a study’s findings can be generalized 
4. Reliability: Demonstrating that the operations of a study – such as the data collection 
procedures – can be repeated with the same results 
Table 15 (adapted from Yin (188) to fit the parameters of this study) links each test with 
case study techniques and analytical tools employed throughout this research to ensure 





Table 15: Techniques Employed to Ensure Case Study Validity 
Test Case Study Technique  
Phase of Research 
Technique is Employed 
Construct Validity  • Collect and use multiple sources of evidence  
o HCA retrospective EMR data  
o Key-informant interviews 
o Site observations  
o Literature review 
• Establish chain of evidence 
• Subset of key-informants to review draft 
case study reports 
• Data collection 
• Data collection 
• Composition 
Internal Validity • Pattern matching • Data analysis 
External Validity • Literal replication logic • Research design 
Reliability  • Develop and use case study protocol 
• Develop case study database 
• Data collection 
• Data collection 
In addition to serving as effective techniques for efficient analysis of case studies, pattern 
matching, development of logic models, addressing rival explanations, and development 
of a structured study protocol and database enhance the reliability and validity of case 
study findings.   
Construct Validity: To ensure construct validity, this case study was designed 
using a mixed-methods methodology.  Data obtained from HCA (detailed in Chapter 2) 
was analyzed, and then triangulated with data found during a literature review of the 
field, as well as data gathered during key-informant interviews and site observations.  A 
chain of evidence was established linking these elements of the research together. Key 
informants were given the opportunity to provide feedback on draft case study reports 
prior to publication.   
Internal Validity: To ensure internal study validity, pattern matching was 
employed during the data analysis phase.  Pattern matching is defined as “analysis of case 
study data by comparing or matching the pattern within the collected data with a theory 
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or pattern defined prior to data collection.”(188)  Previous evidence suggested that 
programs aiming to reduce readmission rates through strong community linkages, 
collaborative care and patient supports are most successful (129,153,197).   
External Validity: Literal replication logic, as developed by Yin, was used to 
increase external validity and generalizability of results to hospitals and systems outside 
of HCA (188).  It was built into the study design as an iterative “feedback loop” 
displayed originally in Figure 15 Page 87.  This loop allows important discoveries made 
during data collection to drive the research process and design.  It allows for revision of 
theory mid-cycle, and redesign of the case study (as needed) in line with the new 
observed discoveries.  Furthermore it decreases the risk an investigator might be accused 
of ignoring a new discovery in order to accommodate the research design (188).   
Reliability: As described above in Section A, a case study protocol was developed 
and employed throughout the data collection phase of this research to ensure study 
reliability.  The study protocol was developed as part of the IRB application.  It provides 
a broad overview of the study, details study design, field methods used in data collection, 
describes processes for data management and analysis and details team roles.  The full 
document is located in the Appendix on Page 251.   
Section 4: Limitations 
Case Selection 
 Ideally study hospitals would have been selected based on the overall differences 
in psychiatric readmission rates when compared to a generalizable national average.  The 
hospital specific readmission rates used in site selection are subject to the same limitation 
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as the full sample data presented in Chapter 2.  It is likely they are missing a percentage 
of patients readmitted to a facility outside of the HCA hospital network.  National level 
data suffer from a similar limitation.  Data collection is fragmented, and few mechanisms 
exist by which to aggregate and accurately track readmission to multiple facilities.  CMS 
tracks psychiatric readmissions among Medicaid and Medicare recipients, some 
commercial insurance companies track readmissions among their SMI patients, and some 
hospitals track patients with repeat admissions to their facilities.  There are few (if any) 
centralized mechanisms through which these data can be combined to obtain a true 
generalizable picture of inpatient utilization and readmission.  While there is no reason to 
suspect that out of system readmission rates at HCA hospitals vary significantly from 
those at other hospitals across the country, the inability to account for patients readmitted 
to non-HCA hospitals is a key limitation of the case selection process.  
 The fact that this research was conducted in two Medicaid non-expansion states is 
a second key limitation of this work.  It would have been informative to compare 
hospitals benefitting from Medicaid expansion and assess the impact of expansion on 
continuity of care, community-based service provision and reimbursement policies.  
However, HCA operates in very few expansion states.  Furthermore, since it has few 
hospitals in those states, site selection would have been impossible using the selection 
criteria outlined above.    
 Finally, data on patient residence was not available to incorporate into the study, 
as HCA would only permit use of a completely de-identified dataset for use in this work.  
As a result, it was impossible to assess where patients lived, or to determine how 
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neighborhood socio-economic characteristics impact high vs. low rates of readmissions.  
Instead, this information had to be inferred using ACS data gathered on the communities 
surrounding case study hospitals.    
Case Study Implementation  
  Implementation was limited by the methods used to sample key informants.  
Ideally, a random sample of facility leaders, clinicians and other staff would have been 
selected to serve as key informants.  Instead, out of necessity, key informants were 
initially selected by HCA corporate staff using convenience sampling, and only later was 
a snowball methodology employed to identify other interviewees.  HCA’s involvement in 
the selection of key informants may have introduced bias into the study if only personnel 
with positive opinions and outlooks on facility operations were chosen to participate in 
the first round of interviews.  
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CHAPTER 4: TEXAS CASE STUDY 
 The Texas case study was conducted during a transitional time for behavioral 
health service provision in the state.  Historically, allocation of state funds for the 
provision of behavioral health services to Texas residents has not been a high priority for 
the state legislature, as evidenced by low per capita mental health spending over the past 
decade.  Texas did not adopt Medicaid expansion under the ACA, and yet has had to 
balance the ramifications of this decision against pressure from CMS and other federal 
agencies to improve medical and behavioral health service provision in the state.  Further 
complicating this matter is the fact that Texas lacks adequate resources for medical and 
psychiatric care in much of the state making service provision extremely challenging.  
The following provides details on the socio-political context of the Texas case study.     
Section 1: Case Study Context 
 Texas has a large, diverse and growing population, estimated to be 28 million in 
2017 (194).  Composed of 254 counties, 67% are classified as rural by the census bureau.  
A further 15 share a border with Mexico making the provision of in- and outpatient care 
an administratively and culturally complex endeavor (195).  Texas public health and 
medical systems operate at the county level.  The “2009 Indigent Health Care and 
Treatment Act” designates counties as responsible for the medical and behavioral health 
care of “indigent persons” (196). Medical indigence determines financial eligibility for 
behavioral health programs provided through DSHS.  Section 552.012 of the Texas 
Health and Safety Code defines a medically indigent person as (1) a person who 
possesses no property; (2) is not under the care of someone who is legally responsible for 
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their support; and (3) is unable to reimburse the state for the costs of the their support, 
maintenance, and treatment (197).  Individuals or families with incomes at or below 
150% of the federal poverty level (FPL) are eligible for services (196).  Under this 
statute, counties may structure health systems in three ways to manage indigent care: (1) 
may establish a district hospital, (2) support a public hospital, or (3) create a county-
based indigent care program (CIHCP) (196). 
 Texas struggles to provide coverage for mentally-ill individuals.  As of 2017, 141 
counties (55% of the state) are classified by HRSA as “Geographic” Health Professional 
Shortage Areas (HPSAs)2 for mental health services (198). These gaps mean the entire 
county lacks adequate in- and outpatient resources to treat residents with a behavioral illness, 
regardless of income or employment status.  In 2012, the most recent year for which data 
are available, the state of Texas ranked 49th in the nation in per capita behavioral health 
services expenditures, spending an average of $38.05 per person per year (199).  Only 
Florida, Idaho and Puerto Rico had lower per capita annual spending (199).  Texas has 
begun to lay the groundwork for improvements in service provision by allocating funds 
from its 1115 Waiver to develop a statewide behavioral health coordinating council and a 
statewide strategic plan for improved access and service provision by the year 2021. 
                                                 
2 HPSA’s are designated as such due to shortages of primary care, dental care, or mental health providers 
in a defined region.  An HPSA may encompass (1) all individuals living in a specific geographic area (an 
entire county or service area), (2) a specific population living in a defined region (e.g., low income or 
Medicaid eligible) or (3) lack of facilities which provide care to a subset of individuals in a defined region 
(e.g., federally qualified health centers, or state or federal prisons). 
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Texas 1115 Waiver and DSRIP Initiative 
 In December 2011, CMS awarded Texas a 1115 Waiver to improve managed care 
delivery and access to services during implementation of the Affordable Care Act (ACA).  
Funds have been used to create a DSRIP pool targeting Medicaid recipients, low-income 
and uninsured individuals to support coordinated care and quality improvement through 
Regional Healthcare Partnerships (200).  The state has reserved 10% of DSRIP funds to 
improve service provision by partially funding Local Mental Health Authorities 
(LMHA’s) and local pilot initiatives (201).  The 1115 waiver allows communities to 
expand behavioral health services independent of the LMHA which has strict eligibility 
requirements (201).  Data on success of Texas’ 1115 Waiver program are limited, 
although anecdotal evidence suggests it has improved access to care and improved 
collaboration between providers and state agencies (201).    
 While CMS has renewed Texas’ 1115 Waiver through 2022, they have made 
clear this program is not a long-term solution.  CMS committed to providing the state 
with full funding through September 2019 at which point funding will decrease annually.  
During the final year of the extension, CMS will not fund DSRIP programs and requires 
Texas to “submit a transition plan outlining how it will further develop its delivery 
system reforms without DSRIP funding and/or phase out DSRIP funded activities”(202).    
Behavioral Health Coordinating Council and Statewide Strategic Plan 
 In 2015, in response to ongoing discussions with the federal government, Texas’ 
legislature established the “Behavioral Health Coordinating Council” comprised of 18 
state offices and agencies.  The Council is tasked with developing and implementing a 
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statewide strategic plan for mental health programs and services (201).  The FY2017–
2021 plan aims to “ensure Texas has a unified approach to the delivery of behavioral 
health services that allows all Texans to have access to care at the right time and place… 
by developing a coordinated statewide approach to providing appropriate and cost 
effective behavioral health services to Texans” (195).  Table 16 outlines plan goals.   
While the impact of Texas’ strategic plan remains to be seen, its development is a 
positive step.   
Table 16: Goals of 2017-2021 Texas Behavioral Health Strategic Plan 
• Goal 1: Program and Service Coordination – Promote and support behavioral health program 
and service coordination to ensure continuity of services and access points across state agencies.  
• Goal 2: Program and Service Delivery – Ensure optimal service delivery to maximize 
resources in order to effectively meet the diverse needs of people and communities.  
• Goal 3: Prevention and Early Intervention Services – Maximize behavioral health prevention 
and early intervention services across state agencies.  
• Goal 4: Financial Alignment – Ensure that the financial alignment of behavioral health funding 
best meets the needs across Texas.  
• Goal 5: Statewide Data Collaboration – Compare statewide data across state agencies on 
results and effectiveness. 
Behavioral Health Texas 
 One outgrowth of Texas’ renewed focus on behavioral health service provision, 
and of its broad objective to integrate medical and behavioral health care, was abolition 
of the Behavioral Health Texas (BHT)3 program.  To fully understand the case study, it is 
essential to understand the history of this program.  Started in 1999, BHT provided 
Medicaid-eligible residents from the six counties surrounding Facility 1 with behavioral 
health and substance use services by establishing a capitated payment system to one 
behavioral health MCO (Facility 1) for the entire region (201).  For 10 years Facility 1 
                                                 
3 Name has been changed to protect hospital and key informant confidentiality. 
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functioned as the first point of contact for all behavioral health patients in this six-county 
area.  They would provide initial assessment and then triage patients to area hospitals.  
Facility 1 used funds to successfully enroll eligible patients in Medicaid and Medicare.  
However, in 2014, as the state began to explore behavioral health integration, BHT was 
deemed “outdated”, too expensive to continue and was terminated in December 2016.  In 
its place, the state established two Mental Health Authorities to provide behavioral care 
for medically indigent patients in keeping with the Texas Health and Safety Code (201).  
Medicaid patients were now eligible to receive care through MCO’s (201).   
 Currently, hospital and community practices are challenged to implement 
measures to improve health outcomes in a unified manner consistent with state directives 
– a difficult directive given the siloed nature of health care in Texas.  The need to comply 
with state directives aiming to unify care in the region and across the state, while 
continuing to operate within the narrow county-based public health system, has left 
providers scrambling to identify new ways to improve health outcomes while competing 
against neighboring counties for federal and state funds.  This proved to be a unifying 
theme of the Texas case study.   
Section 2: Case Study Hospitals 
 Using site selection criteria described in Chapter 3, two hospitals in Texas were 
identified to serve as “Case Study 1”.  Hospitals in this case study will be referred to as 
“Facility 1” and “Facility 2” to maintain confidentiality.  Facility 1 has a readmission rate 
of 13.7% whereas Facility 2 has a readmission rate of 17.5%.  The hospitals are located 
20 miles from each other, roughly a 20-minute drive.  Facility 1 is accessible by public 
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transportation, Facility 2 is accessible only by private transportation.  Each facility is 
located in a separate county, both of which are classified as “urban” by the Census 
Bureau (203).  Demographic data, sourced from the 2016 American Community Survey 
(ACS)(204) is displayed below.  Data are displayed by county. 
Table 17: Texas Case Study Socioeconomic Indicators by Facility and County 




30-Day Psychiatric Readmission Rate (%) 13.7 17.5 
Total Population (N) 2,513,054 886,633 
Age (%)   
≤19 29.5 29.6 
20-39 30.5 26.4 
40-64 30.3 34.2 
≥65 9.7 9.8 
Race Ethnicity (%)   
White (NH) 30.8 60.1 
Black/African American (NH) 22.1 9.1 
Hispanic/Latino 39.3 15.0 
Asian  5.7 12.9 
AI/API 0.2 0.4 
< High School Education (%) 22.0 6.4 
Median Household Income $51,411 $86,188 
≤ 100% Federal Poverty Level (FPL) (%) 18.6 7.1 
Source: U.S. Census Bureau, 2012-2016 American Community Survey 5-Year Estimates 
 
County A is a large urban area. It has a larger and more diverse population than County 
B, and larger low- and middle-income populations.  Despite the fact that the County A 
population has higher prevalence of a of several traditional socio-economic predictors of 
adverse health outcomes, Facility 1 has a lower readmission rate than Facility 2.  Table 




Table 18: Texas Case Study Psychiatric Facility Data 2014 
  Facility 1 Facility 2 
30-Day Psychiatric Readmission Rate (%) 13.7 17.5 
2014 Psychiatric Admissions 2623 1371 
Psychiatric Beds in Operation 65 45 
Psychiatric Payer Mix (2014) (%)   
Commercial 29.7 10.3 
Medicare 39.7 36.2 
Medicaid 28.2 48.7 
Self-Pay 2.5 4.4 
Charity/Other 0 0.5 
Psychiatric Patient Mix by Race/Ethnicity (%)   
White 52.8 54.8 
Black/African American  31.2 32.1 
Hispanic/Latino 10.1 7.9 
Other 3.7 2.8 
Trauma Level Number IV III 
Psychiatric Emergency Services Department (PES) Yes No 
Source: Internal HCA Data 
Facility 1 is a larger hospital, located in a large city.  Facility 1 has a lower level4 trauma 
center ranking than Facility 2, meaning it provides less specialized care to patients 
experiencing medical trauma in the hospital.  Facility 2, while classified as urban, is 
located in a wealthier, predominantly white/Caucasian suburb; it is a smaller community-
based hospital, despite the fact that it provides a higher level of trauma care than Facility 
1.  Facility 1 is unique in that it has its own Psychiatric Emergency Services Department 
(PES), separate from the main hospital.  PES provides specialized psychiatric emergency 
care, and functions as the first point of psychiatric care for many patients in the local 
                                                 
4 Level I Trauma Center is a comprehensive regional resource that is a tertiary care facility central to 
the trauma system and is capable of providing total care for every aspect of injury – from prevention 
through rehabilitation.  A Level II Trauma Center is able to initiate definitive care for all injured 
patients.  A Level III Trauma Center has demonstrated an ability to provide prompt assessment, 
resuscitation, surgery, intensive care and stabilization of injured patients and emergency operations.  
A Level IV Trauma Center has demonstrated an ability to provide advanced trauma life support 
(ATLS) prior to transfer of patients to a higher-level trauma center.  It provides evaluation, 
stabilization, and diagnostic capabilities for injured patients.  A Level V Trauma Center provides 
initial evaluation, stabilization and diagnostic capabilities and prepares patients for transfer to higher 
levels of care.(205)  For more information please visit https://www.amtrauma.org/page/traumalevels 
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area.  Facility 1 can admit patients to its own inpatient facility or transfer them to other 
inpatient facilities in the area, including Facility 2.  This is a holdover from Behavioral 
Health Texas.  In terms of payer mix, Facility 1 treats higher proportions of commercially 
insured and Medicare patients than Facility 2.  Facility 2 treats higher proportions of 
Medicaid and Self-Pay (e.g. low-income) patients. This is surprising given Facility 1’s 
urban location, the demographic characteristics of the surrounding county, and level of 
specialized psychiatric care it is able to provide.   
 This case study seeks to explore key factors that may contribute to high vs. low 
readmission rates in case study pairs, in light of their differing geographies, demographic 
characteristics, levels of psychiatric and trauma care, and overall patient-mix.  The 
following are results from key informant interviews, mapped to CFIR constructs and the 
conceptual model, conducted at hospitals and local community providers offering 
outpatient services in the area.  
Section 3: Interview Findings 
Current Situation  
 All key informants were asked questions related to their knowledge of current 
efforts within the hospital and throughout HCA to reduce readmissions and improve care.  
Responses were used to (a) understand what programs and policies exist at each hospital 
related to continuity of care and daily operations, and the level of knowledge staff 
possess of these activities, (b) assess existence of facility specific initiatives designed to 
reduce readmissions, and (c) assess fidelity to programs or initiatives in place.    
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 Key Findings: Personnel and leadership at both facilities have a strong sense of 
initiatives in place that improve patient care and aim to reduce readmissions.  Every 
individual interviewed was proud of their work and role in the organization.  Each facility 
has a different view of how to improve care and readmission rates.  Facility 1 relies on its 
own infrastructure and staff to provide high quality clinical care.  Their focus is primarily 
at the “Facility” level of the conceptual model employed in this research. Facility 2 takes 
a more holistic approach to care, focusing not only on the “Facility” level, but on the 
Community”, “HCA Corporate”, “Policy” and “Patient” levels of the conceptual model 
and the role they play in readmission rates.   
 A) Facility 1: Facility 1 cites PES as its main line of defense against 30-day 
readmissions.  Personnel are proud of their quality of patient care and their ability to 
prevent unnecessary inpatient stays.  As one employee states,  
If you can get you into our emergency room, we can get you evaluated by a 
physician. We can see what your medical needs are. Maybe your blood sugars 
are off. Maybe you have a UTI. We will find all of that out within a matter of 
hours as opposed to a true admission. If you’re truly admitted to a hospital you 
have twenty-four hours to get a psych evaluation. You’re going to get it in four 
hours here, maybe less. And you’re going to actually see a board-certified 
psychiatrist who is experienced in emergency medicine… PES was built [to keep 
patients out of the main med/surg emergency department]…  People think of it as 
the hospital, but it’s not. It’s an ED. And it keeps 70% of the people that arrive to 
it out of an inpatient bed. That’s our diversion, our standard diversion rate is 
70%.”   
Within PES is what is referred to as a “mini-clinic”, an integrated medical clinic staffed 
by nurse practitioners who provide non-invasive treatment.  Patients experiencing a 
medical emergency are transferred to the main medical facility across the street and 
transferred back to the psychiatric unit once medically stable.  Facility 1 also operates an 
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integrated outpatient clinic.  Services include individual and group therapy, substance 
abuse treatment, and medication management.   
   B) Facility 2: Facility 2 is located in a neighboring suburb of Facility 1.  Facility 2 
has a higher readmission rate than Facility 1, although staff are actively working to 
improve rates.  Facility 2 used to be managed by Facility 1, and in June of 2016 (six 
months prior to termination of the Behavioral Health Texas program), it became an 
independent entity managed solely by HCA corporate headquarters.  According to 
employees, “There is still a ripple effect in the community because a lot of our physicians 
and providers still associate us as a Hospital 1 facility.”  This has challenged Facility 2 
to differentiate itself from Facility 1 in the local market and is driving a number of 
institutional initiatives.  As one employee states, “So now that we have split off and we 
are now managed by the corporate behavioral health office, we are cultivating our own 
vision and our own presence in the community.” One example of this was the decision to 
not become an indigent care provider for county residents.  As one employee states,  
We are not an identified indigent provider. In fact, the new local mental health 
authority approached us way back when about being one of their indigent 
providers, and we stated no that’s not in our business plan. It wasn't in the best 
interest of our business plan knowing that the expansion is coming in the next 
couple of years and that we are aligning with our corporate office with the 
diversified commercial payer mix. 
However, this does not mean that Facility 2 does not accept indigent patients; on the 
contrary, as evidenced in Table 21, the facility has a higher proportion of Medicaid, self-
pay and charity patients than Facility 1.  
 Facility 2 solely provides inpatient care.  However, one institutional goal is to 
develop an outpatient program. 
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One initiative that hopefully we will be able to see through is when we do expand 
our services to outpatient. Right now, we just do inpatient services. But our 
goal‑‑it probably won’t happen until 2019 if I would guess‑‑is to have an array 
of services that we’d love to open up‑‑our plan is to open up a hospital, partial 
program and intensive outpatient program and medication management, 
outpatient clinic, possibly ECT and then just be able to have a continuity of care 
even within our own organization. 
Leadership believes an outpatient presence similar to that of Facility 1 will lower its high 
rates of readmission through the provision of continuous care.   
 Recently, Facility 2 has begun to maintain a simple excel spreadsheet of all 
admitted patients.  Used in conjunction with the EMR, this spreadsheet provides staff 
with details on patient history and includes information on readmission.   
We know it in real-time as far as when [patients]come over that it’s someone 
who has been here within thirty days.  Do they have a medical illness? What is 
their primary psychiatric diagnosis? Is there a secondary social‑‑is there a 
support system? Medication compliance? Were they involuntary where they 
came? Were they voluntary?  We use the information we collect primarily to try 
to focus on a couple of different things, and one is what was the discharge plan, 
and is it something that‑‑why did it not work out? Are we seeing a trend with 
that? We also look for do we see a trend with diagnosis‑‑the comorbidities 
particularly. I mean is it our diabetic sitter coming back more often? What is the 
follow-up? Is that potentially affecting it?  
Employees also cite HCA’s system wide behavioral health screening initiative as a tool to 
prevent readmissions.  Upon admission all patients must be administered a series of 
behavioral screens to assess baseline illness.  Over the course of a stay screens are re-
administered in order to track progress.  As one employee states,  
HCA as a corporation started doing outcomes which I don’t know if you’re 
familiar with... Yeah, the BPRC and the PHQ9 and GDS10‑‑and so following 
those as well. Are we seeing people get better? What are your opening scores? 
What are your ending scores? And are those people coming back [e.g. 
readmitted] that didn’t have such a great score? You know, and so I think that 
we’re just beginning to really look at those. But I think that’s something that 
HCA has brought to us.    
 It is worth noting that Facility 1 made little mention of their relationship with 
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HCA corporate headquarters.  While this will be discussed in greater detail in the 
“Corporate Leadership Engagement” section, it is worth noting here as corporate 
headquarters has a taken a vested interest in both organizations, meets regularly with 
facility leadership and has similar requirements for daily operations at each facility. 
 While interviewees have a strong sense of initiatives in place at their facilities 
designed to reduce readmissions, each facility takes a different approach to 
implementation.  Facility 1 takes an inward-looking approach to patient care and 
reducing readmissions.  Knowledge of current efforts to improve readmission is restricted 
to the facility.  Interviewees do not cite their relationship with the community, HCA 
corporate, or the local government when discussing initiatives to reduce readmission.  
Facility 2 takes a more holistic approach to reducing readmission rates.  Their assessment 
of initiatives at the hospital reflects this view.  They recognize that many variables are 
interrelated, the hospital does not exist within vacuum.  
Inner Hospital Setting 
Structural Characteristics 
 Defined as “the physical infrastructure, social architecture, age, maturity, and size 
of an organization,” the structural characteristics of each facility and their potential 
impact on readmission rates were assessed via direct observation during facility tours and 
via key informant interviews.   
 Key Findings: The structure of each facility was assessed relative to variables 
contained within the “Facility” level of the conceptual model.  Key informants at each 
facility cited characteristics they feel may contribute to and protect against high rates of 
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readmission.  The factors that respondents felt might protect against high rates of 
readmission at Facility 1 included modern facilities, low rates of staff turnover, the 
presence of outpatient services such as an Intensive Outpatient Program (IOP) and 
Cognitive Behavioral Therapy (CBT).  Factors that might contribute to increased 
readmission included low levels of engagement with HCA corporate headquarters as well 
as with community providers and advocacy organizations.   
 Factors mentioned by staff at Facility 2 that might protect against high rates of 
readmission included high levels of engagement with community providers, advocacy 
organizations and policy makers, improving rates of staff training and morale boosting 
exercises, and an exceptionally dedicated and passionate team of providers.  Factors that 
might contribute to increased readmission rates at Facility 2 included an outdated facility, 
past high rates of staff turnover due to low morale, challenges recruiting practitioners, 
and a lack of on-site outpatient services available to patients post-discharge.   
 A) Facility 1: Facility 1 has three main patient entrances.  A general entrance for 
families and self-admitting patients, a police entrance and one for ambulance arrivals.  
Patients are separated within PES according to key socioeconomic and clinical 
characteristics during initial evaluations, and case-mix patient separation persists upon 
admission.  Indigent patients are assigned to one area of the unit, commercially insured 
patients to another, etc.  Facility leadership and clinicians feel patient needs are better met 
through this type of separation.  One employee states, “A homeless man will have very 
different needs than a woman with postpartum depression.”   
 PES is a dark, quiet, cool area, filled with reclining chairs, blankets and pillows 
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for patients, with televisions playing throughout the room.  Volatile patients are kept in 
private rooms on the periphery.  Employees are stationed throughout the room to observe 
all patients.  In the center is a brightly lit nursing station tracking all patients in PES.   
 Inpatient wards are standard, modern psychiatric facilities.  All rooms are 
classified as “psych-safe” meaning they are ligature free and allow for direct observation.  
The unit also has dedicated space for group meetings and socialization.  All patient rooms 
and common spaces overlook green space in the form of a courtyard to which patients are 
granted access throughout the day.  Facility 1 contains a separate area for electro-shock 
therapy treatment, which is provided on an inpatient and outpatient basis. 
 B) Facility 2: Facility 2 is an older facility.  While it has been brought up to code, 
staff would like a more patient and employee friendly environment.  As with Facility 1, 
Facility 2 is a separate building several miles from the main medical/surgical hospital - 
essentially isolated in the community.  Much to the chagrin of hospital staff, some patient 
rooms have mesh safety coverings on windows and over appliances, giving the space an 
institutional, restricted feel.  While outside space did exist in the form of a small, 
enclosed cement patio, staff felt they could provide higher quality patient care and 
services in a less stigmatizing environment.  As one staff member noted,  
People see just the fact that it’s an older building as a deterrent. I mean you’ve 
already got a stigma associated with being a behavioral health facility...  I think 
just in the community sometimes that can be a deterrent, and that can impact 
their desire to want to seek treatment here in the first place. 
Another employee states,  
We want to do our best for the patient. But I think there are some divisive 
attitudes. You know, I think sometimes‑‑again I’m being transparent. The 
[psychiatric] campus is like the red headed stepchild… [psychiatric] campuses 
the last to be thought of or included sometimes. 
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In the past, the physical structure of the building has negatively impacted employee 
turnover.  However, the remaining employees state they love working at the facility and 
are exceptionally proud of their teams.  In what could have been a negative environment, 
every key informant was overwhelmingly positive.  “You know, we don’t have the nicest 
building, but we have a wonderful amazing team. They love what they do.”  Employees 
had formed bonds through their daily work.    
 Construct Specific Conclusions:  Findings from key informant interviews and site 
observations indicate that structural characteristics at each facility may serve as risk and 
protective factors for elevated readmission rates.  Facility 1 interviewees feel that modern 
layout their facility contributes to a higher quality of patient experience and in-turn lower 
rates of readmission.  Interviewees at Facility 2 feel the older physical infrastructure at 
their hospital has contributed to past high rates of personnel turnover, causing staff to 
express concern over patient experience and its link to the facility’s high rate of 
readmission.   
Implementation Climate & Tension for Change 
 While “Implementation Climate” is technically a parent construct to “Tension for 
Change”, here they are combined into one construct that encapsulates the extent to which 
hospital staff perceive patient readmissions and related factors as needing change, and the 
institutional capacity and receptivity for a potential proposed change.   
 Key Findings: Key informants at both facilities (leadership, clinical providers 
and staff alike) expressed considerable frustration at what they felt were inadequate 
resources particularly for indigent and low-income patients.  Facility 1 interviewees 
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focused most of their frustration at elements within the “Community” level of the 
conceptual model.  They feel the presence of the following factors increase the risk for 
high rates of readmission: lack of local substance abuse services, poor quality of 
outpatient therapy, lack of temporary housing, a poorly equipped local mental health 
authority and poor legislative decision making.  In contrast, employees at Facility 2 
focused their frustration on elements within the “Federal and state Policy” level and cite 
insufficient funding and “the system” as a whole for inadequate care for indigent and 
low-income patients, which they feel contribute to high rates of readmission at the 
facility.  They cite the presence of the following factors: lack of state and federal funding 
for mental health service provision and outpatient treatment, poor quality and general 
lack of state psychiatric facilities, and a lack of public transportation and transitional 
housing in the local area for patients in need.    
 A) Facility 1:  Facility 1 takes pride in the quality of their patient care.  Staff cite 
external factors such as lack of funds and inadequate outpatient indigent care as the main 
contributors to readmission.   
The weaknesses are that [the mental health authority for this county] is 
underfunded.  They're grossly underfunded.  They have no down--and they will 
tell you this.  They have no downstream services.  So, you know, they are really 
having a hard time getting outpatient providers to provide service at the rates 
that they're able to afford to pay.   
Another employee expresses frustration at the quality of outpatient service provision, 
I would say our biggest challenge really is Community Organization A5 the fact 
that--then that’s our system here that we use for indigent mental health as far as 
follow-up is they don’t get appointments. It’s a walk-in. And then they have to 
wait. Sometimes they’ll wait almost all day and not even get to see a doctor. And 
it’s a big dissatisfy for patients that they’re not open or as willing to go and 
                                                 
5 Name not stated to preserve hospital and organization anonymity. 
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follow-up.  And transportation is a big issue for people around here to get to 
those appointments and stuff. 
Community Organization A is a subcontractor to the local mental health authority and the 
main provider of outpatient indigent care for Facility 1 and the rest of the county.  As 
another Facility 1 employee states of Community Organization A,  
We can stabilize and divert people all day long, and if we send them to an 
outpatient program that doesn’t engage them, do case management, if it’s a 
combined contract, navigate their connections to their medical doctors and their 
psychiatric the whole thing falls apart… And then it sort of turns itself on itself 
and patients just come back, and they say well you stabilized them, but you must 
have stabilized them too fast. And it doesn’t have to be that way, but you do have 
to have either a strong partner, or you’ve got to provide the services yourself. 
Not only do employees cite frustration at the perceived lack of outpatient resources, all 
interviewees feel that lack of state funding contributes directly to readmissions.  One 
employee states, “(we are a) low tax, low service kind of state. Don’t like it, leave. That’s 
pretty much the legislature’s message to the folks.”  Another individual states,  
We’re like seventh out of the United States per capita of patients with mental 
illness. As far as services that are provided, we’re ranked forty-seventh I think in 
the nation. So, we have tons of mentally ill people that aren’t getting services. 
Frustration at the local care environment and perceived lack of downstream services 
available to patients predominate interviewee responses in this construct.  
 B) Facility 2: Facility 2 also cites lack of funds and adequate outpatient resources 
as their main sources of frustration.  Every interviewee stated at some point during our 
discussion that, “Texas is last in the nation in terms of funding for behavioral health.”  
Another described the lack of free medical care in the region to illustrate the dearth of 
local resources, “We have in our local community within this city there is one free 
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[medical] clinic that I know of, but that is if you’re uninsured. That’s it.” Others cite local 
politics and attitudes towards mental illness as a barrier to change.   
There’s quite a few county commissioners and even judges who don’t feel like we 
have a homeless population, don’t feel like mental illness exists in our county, 
and so those are the folks whose blood, sweat and tears we need to advocate for 
these things. So, it is a state issue, but it’s a local issue as well. 
  As with Facility 1, Facility 2 employees also feel their local mental health 
authority is underfunded and ill-equipped to handle the burden of disease in the county.   
Although they are our county mental health authority‑‑I don’t think they’re 
equipped to take on the amount of mental illness that we have in this county. 
They have the indigent program which we get quite a bit of readmits from there 
too.  
Another individual questions how funds are used by the mental health authority, as well 
as Community Organization A which also has a business presence in this county.   
I’ve recently discovered that Texas gets so much Medicaid dollars, right? Well, it 
seems like we have these clinics like Community Organization A and our mental 
health authority that have both funding for Medicaid and indigent, and they’re 
utilizing more of their indigent dollars than they are even trying to see if some of 
these patients would qualify for those Medicaid dollars.  I don’t know if it’s a 
waste of their time, or it’s too hard to do or whatever it is. So there is this money 
on the table and resources that my patients can have because at the end of the 
day if they don’t have Medicaid or qualify for Medicaid and all they have is 
Medicare they’re not going to be able to get their medications. And that 
contributes to readmission. 
 Finally, Facility 2’s employees express frustration at their relationship with 
Facility 1 and the holdover relationship from BHT, when they were jointly managed.  
[Facility 1] is freestanding which means they can only use their psych days for 
Medicare patients.  So as soon as those run out which they always do they send 
them to us because we can bill our hospital [med/surg] days [for Medicare 
patients].  We get a lot [of patients] from Hospital 1 because their patients have 
exhausted their psychiatric days now can come here, and we can use their 
hospital [med/surg] days.  But with that population comes that readmit, that 
chronic readmit population because they’ve exhausted all their [psych] days, and 
you know, so that’s‑‑that’s the type of relationship we’re trying to break, so now 
it’s more the‑‑because to them it’s like well we can’t take it and you all can…  
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Our ER has kind of been the dumping ground for everybody. So even the psych 
emergencies that aren’t really true emergencies.  There’s something about the 
reputation of the ED and the community wherein it’s just like a catchall when 
everybody comes if that makes sense. 
As with Facility 1, interviewees at Facility 2 express frustration at the local care 
environment and perceived lack of downstream services available for patients.  
 Construct Specific Conclusions: Employees at both facilities cite considerable 
tension for change.  However, they feel many current sources of frustration are outside of 
their control.  Facility 1 states that local outpatient providers and an ill-equipped mental 
health authority are the root cause of inadequate community treatment and subsequent 
readmissions.  Facility 2 staff feel insufficient funds and poor policies are the root cause 
of frustrations borne out at their facility.  They also state that their reputation as a 
“dumping ground” for patients that other facilities do not want to treat amplifies their 
struggles as a facility and contributes to their high rates of readmission.  Personnel at both 
organizations state they would readily accept an intervention to improve patient care.  
However, each facility would have different ideas of what such an intervention would 
entail.  This is significant and should be taken into consideration by HCA corporate 
leadership and any other external entities when considering the implementation of new 




Hospital Leadership Engagement, Champions, and Opinion Leaders 
 Defined as the “commitment, involvement, and accountability of leaders and 
managers with the implementation of the innovation”, this construct has been modified to 
assess the current commitment, involvement, and accountability of facility staff in 
reducing patient readmissions, as opposed to implementing a specific intervention.  It 
also serves to assess the presence of facility level “champions” and “opinion leaders” 
(CFIR sub-constructs) who have made it their goal to improve quality of care and who 
strive to influence other employees and community partners to do the same.  
 Key Findings:  Leadership and internal champions at Facility 1 take a more 
clinical and businesslike approach to patient care; those at Facility 2 take a passionate, 
advocacy-based approach to care and reducing readmissions.  Each approach has its 
merits and is an outgrowth of the facilities’ historical positions in the community and the 
political realities they face today.  Interview findings indicate that strong leadership at 
Facility 1 allows the hospital to excel in its ability to recruit and retain staff, and to 
provide high-quality care in a manner unique to most (if not all) area providers. Interview 
findings indicate that strong leadership and the presence of multiple internal champions at 
Facility 2 allows the hospital to excel in its ability to engage with external stakeholders 
and provide compassionate patient care. 
 A) Facility 1: As a regional leader in behavioral health service provision, Facility 
1 has a knowledgeable staff, led by a charismatic CEO with decades of experience.  One 
employee states, “Our CEO is on every county commissioner’s court, senate panels‑‑I 
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mean he’s testified before the state senate many times. I mean he is, you know, one of the 
greatest advocates for mental health care in Texas.”   
 In speaking with clinicians and other facility employees, it becomes clear that the 
unofficial mission of the hospital is to provide appropriate clinical care for patients in the 
safest way possible.  “Our philosophy is get them out of the medical ER as fast as we can, 
and we have psychiatrists on duty twenty-four hours a day, so they can do doc to docs 
and as soon as they're medically stable, transfer to us.”  Employees feel patients at other 
facilities often endure unnecessary inpatient stays. Facility 1 wants to prevent this. 
Here we don’t say yes you need to be inpatient. Here we say hmm let’s see what 
we can do for you to avoid you being inpatient.  I think that’s the reason that 
we’re so successful, and I think that’s something that we’re able to do that other 
places are not able to do. 
Champions at Facility 1 are inwardly focused, take pride in their clinical expertise, and 
emergency service provision, and internal understanding of the local policy environment.   
 B) Facility 2: Facility 2 has created a position entitled Director of Behavioral 
Health Outreach and Physician Provider Relations which is designed to foster the 
creation of partnerships with area providers, advocacy groups and payers.   
My role is to be on the outside of four walls and to help educate, connect, link 
consumer groups, physician groups from provider groups, advocacy groups, 
patients, families, all of the above to our services whether that’s a direct capacity 
when they would need to be admitted from behavioral health stabilization 
services or an indirect capacity where perhaps they need additional resources or 
case management or experience, just issues with the hospital or the service line 
when opportunities for service recovery might present themselves. 
This role does not exist at Hospital 1, nor does it appear to be a common role at facilities 
throughout the country.  This individual is well-versed in patient resources in the local 
community and has helped to organize a collaborative group of outpatient providers, law-
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enforcement, advocacy groups, and state politicians dedicated to improving the lives of 
individuals with a behavioral illness in the local community.   
 Aside from this unique director level position inherently geared towards 
community engagement and advocacy, the clinical and social work teams are comprised 
of dedicated individuals who continually cite passion for their jobs and their “patients 
first” mentality.   
Our philosophy is patients first.  To me it’s not just two words we randomly 
picked.  It really is.  I've been in psych for eighteen of my--I've been a nurse 
twenty-six years next month.  And eighteen of them have been in psych.  And you 
have to have a passion for these people.  And you have to want to make it better.  
And yeah certainly you're limited.  But whatever you can do even if you just get a 
little inch ahead, you've got an inch ahead.   
In contrast to the more inwardly focused Facility 1, Facility 2 takes a more outward 
looking, advocacy-based approach to serving as champions for their patient population 
through engagement in the local community.  
 Construct Specific Conclusions: Neither facility lacks patient champions and 
key informants at both facilities feel this protects against high rates of readmission.  
Facility 1 is a longstanding, trusted leader in the community.  They are proud of their 
work.  While the facility is patient focused, employees see themselves first and foremost 
as clinical providers.  Facility 2 is seeking to modernize and differentiate itself from 
Facility 1.  They take a more holistic approach to patient care, and their leading strength 
is advocacy on behalf of patients and families and genuine engagement with community-




Patient Needs and Resources in the Hospital 
 Defined as “the extent to which patient needs, and barriers and facilitators to meet 
those needs are known and prioritized by each facility,” this construct is used to assess 
the hospitals’ understanding of what they feel their patients need, and to identify gaps in 
patient care and hospital resources.   
 Key Findings: Patient needs and resources are well known to employees at both 
facilities.  Facilities 1 and 2 face unique sets of needs, and they are in different stages of 
“readiness” to change, identify and address shortcomings in service provision.  Each 
facility has a different level of resources due to funding and structural constraints.  Key 
informants at Facility 1 cite the following as factors that may protect against high rates of 
readmission: the presence of on-site outpatient services such as IOP and CBT; modern 
patient friendly facility; low level of staff turnover; and the facility’s ability to recruit and 
hire highly qualified employees.  Facility 1 operates a resource rich hospital.  However, 
findings from interviews indicate that the perceived low level of facility engagement with 
HCA corporate headquarters may negatively impact readmission rates.  Interview 
findings from Facility 2 indicate that a lack of on-site outpatient services, an older facility 
not geared toward patient needs, past high levels of staff turnover and poor morale, and 
challenges with recruitment of new staff all contribute to high rates of readmission at the 
facility.   
 Facility 1: Staff at Facility 1 feel PES is the most important resource they have 
which protects against readmission.  Employees also cite Community Organization A’s 
RAP (Rapid Assessment and Prevention) team as a patient resource, although not one 
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which is highly valued (as reflected in prior comments).  
In our ER, we use what's called the RAP Team they call it.  And it's part of the 
Community Organization A system but they're on campus.  They're caseworkers 
that will come meet with new patients and if they can help them with housing or 
help get them linked with their clinic. 
The presence of “mental assessors” is cited as another resource for patients.  Mental 
assessors assist in PES clinical assessment and triage to inpatient facilities.  However, 
one drawback to their work is the time it takes to complete a mental assessment.  This 
raised speculation about the benefits of ARC, a telehealth initiative to be rolled out 
nationwide.  
We do have mental assessors which is live, and they go into all the HCA facilities 
as well as non-HCA facilities. And they perform mobile assessments, and they 
assess the patients for level of care determination, and they assist the ER 
physicians with placement.  We just do that live. Now that can take up to an hour, 
so my understanding is that with the ARC somebody will beam in and can do that 
within fifteen minutes. I think that’s probably a strength at the ARC. I think a 
weakness is you don’t have a live person who manages that patient. 
This was a point discussed several times during key-informant interviews.  Opinions 
about the ARC are mixed and employees express concern that remote clinicians will not 
provide the same quality of patient care as live personnel.   
 While employees are optimistic the ARC will cut down on wait times in PES and 
will ease pressure on staff, there is underlying concern about a further shift in market 
influence.  Currently, Facility 1 serves as the main point of contact for psychiatric 
services in the county, allowing the facility to control patient flow in the local market.   
Right now, Facility 1 is the unofficial ARC.  We are the--we're not called the 
ARC.  But because we are--because we ARC every aspect of care we are serving 
as the kind of substitute ARC.  We're just housed here as opposed to at the 
transfer center, and we send assessors out live as opposed to meeting in tele 
health.   
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As with the termination of BHT, implementation of the ARC will lessen Facility 1’s 
influence in the local market.  At this time, it remains to be seen whether Facility 1 will 
see the ARC as a positive resource, to aid in the reduction of readmissions.   
 When asked what resources are needed for patients at the facility, no interviewees 
felt the hospital needed to improve service provision.  One individual expressed the need 
for a mid-level facility where patients can stabilize over the course of several days, as 
opposed to being subject to inpatient admission.  
Yeah that's kind of what's missing in terms of capacity.  We have ER capacity, 
and we have, you know, some inpatient--but this sort of middle stepdown--we've 
got a whole huge population of people who--you know, they're voluntary admits.  
They need a place to get stable for a couple of days besides the emergency room, 
but they don't necessarily need to go to a full-fledged psyche unit… Right now, 
they just backup into the ER and just sit there.   
It is unclear whether this employee feels such a facility is needed on site, or in the 
community.  While these facilities do exist locally, they are privately owned and by-and-
large do not accept indigent patients.  However, given the cost of building such a center, 
it is unlikely Facility 1 would take the lead on such an initiative.   
 Facility 2:  Staff at Facility 2 are also proud of their quality of care, and their 
ability to provide compassionate care in an environment they consider lacking in modern 
amenities.  Employees are quick to cite their “treatment team” meetings as a patient 
resource.  In these meetings, a patients’ entire clinical team (psychiatrists, treatment 
managers, social workers, therapists, mental health techs, physical therapy and patients) 
meet and discuss the progress of each patient and upcoming treatment plans.  Employees 
feel this is a collaborative way to engage patients and help them to plan for the future.  
 Employees also discuss the benefits of their newly developed recovery planning 
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committee.  This committee is part of the concerted efforts that Facility 2 is making to 
improve their readmission rate.  It meets once a month to review challenging cases, each 
of which has had a 30-day readmission.  The committee looks for recurring patterns in 
quality of care and post discharge events which may have contributed to readmission.  
We basically take a 30-day readmissions report that we get from the main 
campus. And we gather--we’ll look at two or three, sometimes five patients 
depending on how many we can at that time… We collect so many patients that 
are on that list, and then we drilldown. So we have--a drilldown basically looks 
at the current--the last admission, maybe one or two prior to that. We pull the 
psych eval and HNP, also the discharge summary, and we try to look at if there’s 
any common denominators there. If there was--was it a discharge placement 
issue? Is it medication compliance? Was--what other--any common factors 
among those readmissions. And then we keep that data on those patients that 
we’re doing the drilldowns. And we also compare them to our length of stay, and 
then once a month we have a recovery planning committee, and that’s led by our 
medical director. And so in that committee they’re staffing the case. And we’ll 
invite the other physicians that are part of our group because say if it’s Patient 
X. They’ll look at Patient X with the three different physicians in the last four 
months and try to get all the different perspectives and present the data. 
 When asked about co-occurring medical illness, employees note that they manage 
treatment for certain illnesses on site.  For those with chronic illnesses such as HIV, staff 
ensure all discharged patients have scheduled follow-up primary care appointments in 
addition to therapy and medication management appointments.  
A lot of our patients have high blood pressure, diabetes, you know, things like 
that that have to be treated while they're here.  The things that are more chronic 
like HIV or something else, and those are things that we'll make sure we set up 
outpatient appointments for them.   
However, if a patient experiences an acute medical emergency at Facility 2, staff must 
call 911 to immediately transfer the patient to the main medical surgical hospital, which 
is a 10-minute drive from the facility.  Employees feel this is a limitation of their facility.  
 When asked about other limitations that contribute to high rates of readmission, 
respondents cite several key areas they feel need improvement, including outpatient 
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treatment.  One employee states,  
Ultimately for us as a facility to continue to succeed not only do we need the new 
expansion, but we need--everybody knows this. We need other levels of care. So 
we need IOP’s (Intensive Outpatient Programs), and day hospital so that we can 
treat the patient at whatever level is warranted, and we can, you know, of course 
patient choice, but keep them in the system and be able to provide that 
wraparound level of care. 
They also feel the condition of their building has contributed to high past rates of staff 
turnover.  Generally, staff feel newer buildings are more attractive places for 
employment.  In the past year leadership has reduced employee turnover at the 
administrative, nursing and leadership levels through team building, and training 
initiatives.  However, they still want to grow their physician staff.  As one employee 
states,  
I’m actually trying to recruit new physicians especially for the expansion as well 
because we want to grow our physician presence, and that way it will help some 
of our other physicians in terms of being on call all the time…  In terms of our 
physician capability we only have two groups. There are a lot of other behavioral 
health hospitals that have physicians from the community, you know, physicians 
who want to partner and have their own private practice, and it’s nice because 
they have a very sort of well-rounded representation of the population. We don’t 
have that. We actually rely on only two physician groups, one of them being EPM 
which is a 501(a) out of Hospital 1. So it’s their emergency psychiatric medicine 
group. So again, another part of this equation that Hospital 1 is managing, right, 
that we have no control over. And so. there’s limitations there.  
Facility 2 takes a realistic stance when discussing its strengths and limitations related to 
patient care and 30-day readmissions.  They have taken measures to reduce their 
readmission rate, although feel more could be done to improve operations and patient 
care thereby reducing readmissions.  
 Construct Specific Conclusions: Facility 1 is a well-resourced hospital and 
utilizes advanced techniques such as the PES to provide care to patients.  Furthermore, 
the presence of outpatient programs at the hospital likely plays a role in keeping 
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readmission rates low.  However, interview findings indicate that the facility as a whole 
is averse to change, perhaps now more so than ever with the closure of Behavioral Health 
Texas.  They are wary of ARC implementation.  When pressed to identify ways in which 
the facility itself could improve patient care and reduce readmissions, no interviewees 
could cite areas needing improvement.  Instead personnel cite the failings of other 
organizations as the main reason for patient readmissions.  Conversely, key informants 
from Facility 2 readily admit they have work to do to improve patient care, and by 
extension, readmission rates.  Leadership has plans to develop an outpatient program and 
recruit new physicians.  They have already shown signs of improvement by finding ways 
to boost employee morale, retain administrative and nursing staff, and have taken the 
initial steps to reduce their high rates of readmission.  Facility 2 is on the right trajectory 
to make positive change in their readmission rates.  While Facility 1 has lower rates of 
readmission than Facility 2, if they want to continue to be a regional leader in behavioral 
health care, they will be challenged to appropriately assess relationships with outpatient 
providers and adapt to new initiatives, whether internal, regional or mandated by HCA 
corporate. 
Outer Setting 
Engagement of HCA Corporate  
This construct is modified from its original position in the “inner setting” 
assessment of Facilities 3 and 4, and is instead included in the “outer setting domain” as 
HCA corporate leadership is largely removed from the daily activities of each facility.  
This construct is designed to document and understand commitment, involvement, and 
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accountability of HCA corporate leaders and managers in the operations of Facilities 1 
and 2.   
 Key Findings: Members of the HCA corporate leadership in Tennessee and in 
the regional markets state they engage at similar rates with all hospitals in the portfolio.  
However, there is a mismatch between this statement from the perspective of corporate 
leadership and the perceived reality at each hospital as expressed in interviews. Findings 
show that employees at Facility 1 believe that it is largely an autonomous hospital, and 
key informants cite little direct influence from corporate headquarters.  Facility 2 key 
informants cite direct influence and involvement from HCA leadership in their daily 
activities.  In relation to the conceptual model, Facility 2 employees cite variables from 
“Facility” and “HCA Corporate” levels such as staff training, system-wide dashboards 
and patient screening and high perceived levels of autonomy as factors with the potential 
to reduce high rates readmissions.  Key informants at Facility 1 make no mention of these 
factors.  Further exploration is needed to understand these varied perceptions of HCA 
corporate involvement in facility operations.   
 Facility 1:  Employees of Facility 1 appear to see themselves as largely 
autonomous from the larger HCA corporate entity.  For example, all hospitals in the HCA 
portfolio are required to report a series of performance indicators to corporate 
headquarters every month for review in the “Behavioral Health Dashboard”.  Facility 1 
never mentioned this directive from corporate. Nor did they mention the behavioral 
screens or post-discharge follow-up calls HCA corporate requires all hospitals to make.  
When asked about its relationship with HCA corporate, one employee states,  
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In Texas there’s supposed to be a firewall between us and the company side of 
things.  We are not direct employees.  [There is a statute in Texas called] the 
corporate Practice of Medicine Act. Most states have some variety of it, but in 
Texas it’s worded pretty strongly. So our group‑‑we don’t‑‑we’re not employees 
of HCA. We’re employees of EP&LLC which is then contracted to HCA as a 
nonprofit.  It would be unwise of [HCA] to -- shall we say -- to directly 
communicate HCA directives in a way that can be seen as influencing our 
practice of medicine. 
Another staff member states,  
I guess‑‑corporate I mean to me it’s such a big company we don’t necessarily 
hear from them. I mean it’s kind of like we do our thing, and we don’t‑‑I mean 
we hear from [our CEO], but we don’t know what they’re doing. I mean even if 
they had something or some concern it’s kind of filtered, and then so it doesn’t 
come to us that way. It comes to us as something that just needed to be changed. 
Granted, these are statements made by clinicians whose job it is to focus on patient care 
as opposed to corporate policy.  However, it is striking that leadership did not mention 
corporate’s role in their daily operations since HCA corporate leaders indicate in 
interviews that they are in regular communication with Facility 1.  It is unlikely that this 
phenomenon has a direct impact on patient readmissions at the facility; however, further 
exploration is needed to understand the impact it has on operations.  
 B) Facility 2: In contrast, Facility 2 cites frequent HCA corporate presence.  
Employees cite HCA’s requirement for behavioral screening to be completed on all 
patients during inpatient admission.  They also mention corporate dashboards which track 
readmissions, and the role the facility plays in submitting data for these monthly reports.  
Finally, they cited a corporate level SharePoint site which provides educational and group 
training materials for nurses and other facility staff.  A member of the nursing staff 
expressed pleasure at the level of support from corporate headquarters,  
The Associate Vice President for Behavioral Health comes once a quarter and 
meets with us. She’s awesome. She brings to our attention anything that’s 
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anybody else is doing that’s good you know and then gets information from us 
also. In addition, we have a geriatrics best practice call monthly where we can 
get on the line with others throughout the corporation‑‑other people. So is it 
specific just to readmits? No. But it’s best practice, and so those are often things 
that come up that we learn from, and then we have a monthly behavioral health 
call as well, nurse leader call where again we share that information about 
whatever it may be -- safety, readmissions, those type things -- and we share that 
information. So there’s quite a bit of opportunity to learn that. 
Another employee describes how the facility has worked with corporate to implement 
new onsite initiatives, 
So a lot has changed since July 2016. But corporate has been great. They’re in 
Tennessee. So they’re not, you know, here at the facility level but as far resources 
and‑‑we’ve utilized them implementing BIRT, implementing trauma informed 
care, offering suicide certification classes and courses for our nurses and our 
staff has been wonderful.  Then we also now have a new regional vice president 
that’s local at the facility level. And that’s been wonderful to see it’s here. It’s 
not a phone call.  He comes to our monthly MOR’s.  Corporate‑‑I can’t say 
praises enough, lots of great resources. 
It is clear that Facility 2 sees value in their relationship with HCA corporate.     
 Construct Specific Conclusions:  HCA Corporate headquarters appears to take a 
more involved role with Facility 2.  This could be because of its higher readmission rate 
or the result of its recent separation from Facility 1.  It may also be that Facility 1’s 
inward looking approach to patient care is reflected in their statements about corporate 
involvement in daily operations.  Further exploration is needed to understand the impact 
of the corporate presence at the facilities.   
External Policies & Incentives 
 This construct is used to asses local and national policies and regulations which 
impact patient care in hospital and the community, and the effect they have on high rates 
of readmission.   
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 Key Findings: Document review findings indicate that the activities associated 
with a state-wide strategic plan to improve behavioral health service provision may 
eventually affect rates of readmission at both facilities.  Key informants at Facility 2 cite 
the presence of this plan and a positive relationship with a local policy maker as potential 
factors that might reduce high rates of readmission.  Interview results also indicate that 
both facilities face multiple risks at the Federal and State Policy Level of the conceptual 
model that may increase readmission rates.  These risk factors include: lack of Medicaid 
expansion, insufficient federal and state funding for service provision, a strained 
relationship between CMS and the Texas legislature, and siloed service provision due to 
state mandates.  The state does not appear to share these perceptions and there is a 
mismatch between responses from local policy makers and facility employees. 
 A) State and local policymakers: Funding, or lack thereof, is a common theme in 
interviews at both facilities in Texas.  Employees feel that the state does not allocate 
enough money for inpatient and outpatient behavioral health treatment and community 
services, particularly for indigent individuals.  However, the state argues that in recent 
years, the Texas legislature has increased its behavioral health spending.  As one 
individual employed by the Texas legislature states,  
We do for sure take ownership in wanting to reduce readmissions and re-
hospitalization inasmuch as we possibly can, and I think there’s been a 
recognition from the legislature for the need for that as well which has come 
through in terms of the type of funding we’ve gotten over the last few sessions 
focusing on allocating funds to address inpatient capacity and to also invest in 
crisis services, a crisis continuum so that whenever hospital we can (inaudible) 
inpatient stay because they’re costly and because they’re also traumatizing for 
people. So I think for sure the State takes some ownership in wanting to affect 
hospitalization rates. We also understand that it’s not an issue we can own alone. 
It’s a collective issue that the municipalities or the local areas have to be 
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thinking about as well how we all collaborate and partner together to try and 
solve that issue. 
This individual also argues other factors are at play in providing quality patient care.   
Funding to do the work is one thing, but you have to have the people to do the 
work, and I think, you know, I’m sure it’s no secret like just on the national level 
the workforce for behavioral health is dwindling.   
While it is true that a large portion of Texas does face a very real shortage of trained 
mental health professionals, the area containing Facilities 1 and 2 is not denoted as an 
HRSA shortage area.  This is corroborated by staff at both hospitals.  Neither cited a 
shortage of clinicians to care for patients.  Facility 2 experienced difficulties recruiting 
and retaining physicians due to their older physical infrastructure, however they 
acknowledged this was a failing of theirs, rather than an issue endemic to the region.   
 While this individual did acknowledge that the state plays a role in reducing 
readmissions, and providing quality care for all residents, he/she did also shift part of the 
burden back on to the counties and hospitals.  The tone of the overall discussion with this 
individual was collaborative.  However, it is clear the state feels it is up to counties and 
hospitals to determine how best to provide services for their own populations.   
 State funding mandates impose a significant burden not only on hospitals but also 
on local mental health authorities (LMHA).  Annually LMHA’s must solicit funds from 
local institutions to cover the cost of care for indigent patients with a behavioral illness.  
In some cases, funds are provided by county legislators, in others the money comes from 
private foundations and individual donors.  The following excerpt from an interview with 
the County Mental Health Authority for Facility 2 provides an overview of LMHA 
structure and the challenges they face in matching state funds.   
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The State doesn’t provide funding to cover all indigent people in Texas. There’s 
not enough money to cover all people. But what they do is the State sets aside 
some funds to provide some coverage for some indigent people across Texas, and 
so there is a MHMR [Mental Health & Mental Retardation] Center for 
everybody in Texas… Based on each county the State also requires that our 
county somehow match those funds, and it depends on how rich your county is… 
So there's--so in our contracts that we have with the State it could be anywhere 
from I think 9% up to 14% of what the State gives you.  There will be an 
expectation of match, and you can either get that from your county, or you'll be 
expected to go out and ask other foundations and people in your county, but 
you're expected to get a match from entities within your county to match those 
state funds… Our county commissioners are very supportive, and they've 
supplied our match.  I've heard in other counties either they can't be as 
supportive because maybe they don't have the revenues, and they don't meet the 
match, so those MHMR centers have to go out and try to find their match in other 
ways.  
While the need to match state funds is not a particular challenge for either county in this 
case study, it does exemplify the complex siloed nature of Texas politics and the burdens 
imposed on healthcare providers throughout the state.  
 B) Facility 1: Key informant interviews were conducted roughly 10 months into 
the transition from BHT to the county-based system.  Key members of the staff at Facility 
1 were still feeling effects of the transition.  As one employee states,  
What we did very effectively was take indigent people who are disorganized 
living under a bridge, and we sign them up for Medicaid.  They were eligible for 
Medicaid.  So then they could get their medical things too, but what I didn't 
realize was State of Texas had to match those dollars, so while it's the most 
efficient it became the most expensive for the State of Texas, and the whole rest of 
the State has these centers that get all the money and provide all the service.  
They don't have to have immediate access to care, and they can put people on 
waiting lists.  So what they do is take a limited number of people, give them the 
highest level of care and put everybody else on a waiting list, and people in 
crises--they say let them go to medical emergency rooms, right?  And that's kind 
of where this market is going now. 
The same employee cites the following as a reason for termination of the program.   
Basically, what happened was we were too successful. Twenty-five thousand 
patients a year for the last four years alone, and prior to that it was we were 
doing seventeen, sixteen, fifteen. In 2010 I think we did‑‑2009 we had serviced 
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ten thousand patients. And then you look up in 2016 we served twenty-six 
thousand. And it progressively increased.   
However, this sentiment was not necessarily shared by all hospital staff.  Several recalled 
considerable struggles under the Texas Behavioral Health Program, although 
acknowledged that under the current system patient care has deteriorated, which they had 
not thought possible.   
I feel like the Germans after Stalingrad.  It's like things seemed really bad, but 
now they're even worse… For years before that it was a big deal where if we 
wanted to admit someone or someone we thought needed treatment we'd get a lot 
of pushback… So now we can't--it's a little bit more we can't move people.  So 
they'll sit [in PES] for six, seven days, and we can't move them.  It’s all about the 
money.  
This individual expresses frustration at underlying incentive structures of the new system.   
The current system – it doesn’t have to pay a dime if they’re sitting in here 
whereas they do have to pay if they’re transferred to an inpatient unit. So what is 
the financial incentive? Just keep them in here. Maybe they’ll get better. Maybe 
they won’t, but either way we’re not paying. So who cares if it takes two years. 
And on top of that the inpatient units [at other hospitals] when we’re trying to 
transfer to again do not want people‑‑they’re getting paid a capitated rate, so 
they can’t afford to take people who might take two weeks to get better. They’re 
going to take a bath on that. So they’ll want to cherry pick the people who barely 
need to be there in the first place, and everybody else can stay here and get free 
care.  So there you go.  Again nobody gained this out.   
Similar sentiments exist among community providers post BHT.  When asked about the 
transition, an employee from Community Organization A states, “The transition from 
Behavioral Health Texas was a rather rough transition, and I think primarily just as we 
always spoken and eluded to [currently] there’s no clear guideline as to where each 
parties’ responsibilities are.” 
 Facility 1 is now faced with the same realities as almost every hospital in the 
state.  Long wait times for patients, financial incentives which work against patients and 
hospitals, and an underfunded county behavioral health authority which struggles to 
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provide appropriate and timely care to indigent patients who in turn are repeatedly seen in 
PES or readmitted to Facility 1’s inpatient unit.  Their level of frustration is 
understandable and justified although BHT also appears to have had its downsides.  
Despite the apparent fondness that still exists for portions of BHT, there is little Facility 1 
can do other than continue to establish workable community partnerships with 
community providers as they move on from BHT.   
 C) Facility 2: Conversely, Facility 2 experienced considerable frustration with 
BHT.  While transitioning to the county system was a challenge, they do not look back at 
BHT with fondness.  Their current frustrations lie with the local mental health authority 
and payer expectations.  As one employee states,      
When it comes to the local mental health authority their approach is more 
preventative- versus intervention- based because it’s very expensive to 
hospitalize an individual at the inpatient level versus putting them in something 
with an outpatient service. And so I think that that just complicates things in the 
climate in terms of getting people involved and getting the services that they 
need. 
Facility 2 also refuses to contract with the local mental health authority as a certified 
indigent provider as it limits funding for patient beds.  Instead the facility simply 
provides free care to indigent patients.   
We’re getting a lot of patients that they don’t have – they only have a few beds. 
So that’s a huge problem. They’ve got‑‑and none of them are in county. So in 
our county we have no beds for health authority patients because none of us 
wanted a contract because they’re only giving you eight beds a month for 
adolescents, children and adults. And so they have to go to [another county] to 
have an inpatient bed that’s paid for by the health authority. There are only two 
hospitals with a contract. So if they come here we just have them here. And that’s 
okay, and we don’t decline patients based on that by any means. And we have 
many in-house at all times. We probably have, you know – I’m sure I can give 
you the exact numbers– about eight to ten typically in-house. So a fifth of our 
population is probably unfunded at any one time. So just them having more 
resources would be, you know, awesome. 
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Employees also cite frustration with commercial payers and struggle to name more than 
two insurance companies they feel work collaboratively with the hospital.  “Well the 
insurance companies when you do reviews with‑‑they always ask what are you all going 
to do different. That’s the thing. It always kind of falls back on the hospital.” When 
discussing payers another employee states,  
Oh my gosh, so the one that I can tell you that will be the death of me is 
[Insurance Company A].  But so I have a monthly call with them, and it is an 
absolute flogging.  Yeah because our readmission rates are awful, and so then I 
tell them, okay, well--and they break it down, you know, by Medicare or 
Medicaid and a commercial--the commercial is great because people like their 
care. 
Like Facility 1, Facility 2 faces similar challenges as the rest of the state.  Their mental 
health authority is underfunded, struggles to provide adequate patient care and ultimately 
the cost of treating many of those patients is passed on to Facility 2.  Furthermore, due to 
trends in the healthcare market, insurance companies have begun pushing hospitals and 
outpatient providers to “do more” for low-income patients, without reimbursement, and 
without understanding the full magnitude of what they are requesting.   
 Construct Specific Conclusions:  There is no clear solution to the political 
frustrations expressed by key informants at each facility. Without a commitment from 
state politicians to allocate more funds for in- and outpatient behavioral health service 
provision, readmission rates likely will not improve drastically.  The policy-maker 
interviewed made clear that over the past few years Texas has increased behavioral health 
spending, but also shifts the burden to improve readmissions back onto hospitals and 
local providers.  This is illustrative of the overall silo’ed nature of healthcare in the state 
and indicates a lack of full commitment on the part of the government to care for Texans 
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diagnosed with a serious mental illness.  It is unlikely the state government will increase 
spending on behavioral health in the coming years.  As a result, Facility 1 and Facility 2 
must look to the future and work within the current constraints of the local policy 
environment to improve readmissions.   
Patient Needs and Resources in the Community 
 This construct assesses “the extent to which the needs of patients, as well as 
barriers and facilitators to meet those needs, are accurately known and prioritized by both 
facilities and the community (either by outpatient clinics, social service providers, law 
enforcement and local government).  Findings from facilities are triangulated with those 
of community providers to understand how the local environment impacts readmissions.   
 Key Findings: Employees from both facilities state that patient needs are not 
adequately met in the community.  Protective factors against readmission cited by 
Facility 1 key informants include the presence of public transportation in the local 
community.  Employees cite a number of risk factors present in the local community as 
contributors to increased risk of readmission including: poor access to primary care 
especially for low-income patients, lack of substance abuse services, lack of temporary 
housing, an ill-equipped mental health authority, and poor care coordination.  However, 
interviewees from Community Organization A, a contractor that works with Facility 1 
feels otherwise and states a number of resources exist for patients post-discharge, 
indicating that patient needs can be adequately met in the local community.  Again, there 
is a mismatch between information gathered from Facility 1 and information from other 
area stakeholders.    
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 Protective factors against readmission cited by Facility 2 key informants include a 
local police department well-trained in how to manage individuals with a behavioral 
illness, a positive relationship with a state policy maker, the presence of dedicated 
providers in the community (despite a lack of available funds).  Employees at Facility 2 
feel that the community groups they work with, including Community Organizations A 
and B, as well as local law enforcement, prioritize patient needs and do the best they can 
to care for mentally ill individuals with the scarce resources they have.  Community level 
risk factors for high rates of readmission cited by employees at Facility 2 include: limited 
access to outpatient therapies, the possibility of poor access to medications, lack of public 
transportation, dearth of affordable and transitional housing, and the presence of poorly 
informed insurance providers.   
 A) Facility 1: Facility 1 employees cite deficiencies in the local environment 
regarding community services and outpatient care.  Barriers noted by facility employees 
include lack of transportation, dearth of affordable housing and poor-quality short-term 
transitional housing.  As one employee states,  
Public housing is years and years of wait list.  In [this city] it stays closed most 
of the time.  And they open it maybe once or twice a year, and you're on a wait 
list for two or three years… We get asked all the time we need affordable 
housing; can you get me an apartment; can you get a house; can you get me this 
or that?  And that's always a struggle.  A lot of times our only available housing 
we have to utilize are boarding homes and shelters.  We can provide a patient the 
housing number, but more than likely they're not going to be able to get through.  
They're not going to be able to get on a list.  And so I think right now the last 
time I called it was like 2019 is when they plan to open up for adding more.   
Facility 1 employees also state a need for transitional housing in the local area.   
Transitional housing – some place for these people to go where things aren't 
completely insane that they can just get a little bit of stability.  Right now our 
transitional housing is crisis residential which is a much higher acuity level than 
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what I'm talking about.  I'm just talking about, you know, Salvation Army kind of 
thing, something, maybe a little more therapeutic, maybe a little longer term.  
But yeah I mean I think if these people could just have a place to go each day 
that it would really help. 
Until recently one local organization had provided short term housing for individuals 
with a behavioral illness but has since decided to only provide substance abuse 
rehabilitation services.  
 Facility 1 also cites a lack of inpatient substance abuse services in the area.  Not 
only are there few centers available for low-income patients, the wait list for treatment is 
weeks long, and often results in a missed opportunity to get patients into treatment.  As 
one employee states,  
We also have very poor substance abuse treatment, so these people who say they 
want help--they have to try for weeks and weeks and weeks to get into someplace.  
By then they've given up.   
Another says,  
Sometimes we get patients who have hit rock bottom.  They come into the 
emergency room.  They're like I'm ready to give the stuff up.  And we want to get 
them into treatment, and then they're [the Mental Health Authority] telling them 
well you have to go out in the community and wait two weeks before you can get 
into treatment.   
At one point in time clinicians could transfer substance abusing patients directly to 
inpatient rehabilitation facilities.  However, the mental health authority no longer 
facilitates treatment for these patients, s which causes considerable frustration.   
When the [Mental Health Authority] announced that substance abuse is not a 
problem--they just announced that.  They created a mental health authority on 
the planet earth that flat out--I was in the meeting.  She said “we don't do 
substance abuse”.  I'm like well then you need to get out of business because this 
is the business.  I mean they'll still pay for the rehabs I believe.  Yeah they'll do 
that, but they're not in a rush to get anybody there. 
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When asked where Facility 1 now refers indigent patients for substance abuse treatment 
one employee states, “Well we just handle it ourselves.  We just give them a bus pass and 
tell them where to go. Give them a list of places.”   
 When asked about the existence of patient navigators or peer support systems in 
the local community one staff members states,  
I mean when Behavioral Health Texas had a peer navigation system it worked.  It 
was great.  It did help with recidivism.  Peer navigators were on campus every 
day, and they would come into the ER, and they would leave with each patient 
and say hey this is what we do; this is the services we provide; are you interested 
in this?  We would also refer patients to them.  They did groups, therapeutic 
groups on our units as well.  It was great.  They would help pick patients up, link 
them, take them to the clinic and say hey I'm going to sit here with you so you 
don't have to sit by yourself.  It was a really good system, and they actually had 
their own office building where they ran their peer groups, kind of like a support 
group like AA.  [The peer navigators still] exist, but they can't--we can't utilize 
our services anymore because we don't have any way to reimburse them. 
 The sense of a lack of community resources is not necessarily shared by others in 
the community.  A representative from Community Organization A states they have four 
active ACT teams operating in the county, with roughly 175 patients enrolled.  This 
individual also mentions partnerships in place with a local substance abuse rehabilitation 
facility which accepts indigent patients, two shelters where they regularly refer homeless 
patients, a partnership with the Salvation Army, and a partnership with an organization 
that assists homeless individuals in obtaining identification cards in order to receive 
social security and other benefits.  While the capacity of these organizations and the 
strength of these partnerships remains to be seen, this individual’s account of area 
resources does differ with the accounts of Facility 1 employees.    
 B) Facility 2:  Facility 2 cites a need for affordable housing, boarding homes and 
homeless shelters in the local area to help keep patients stable once discharged back to 
  
145 
the community.  However, as one employee states, “There's a part of me that wants to 
say even if you make more boarding homes it doesn't mean that they're going to want to 
go there.”   
 Lack of public transportation in the community also impacts the readmissions 
landscape.  Without private transportation patients may face difficulties filling 
prescriptions at local pharmacies, attend outpatient appointments, and meet other basic 
daily needs.  Facility 2 is always able to secure an outpatient appointment for their 
patients.  There is no lack of clinicians in the area to provide services.  The challenge 
occurs in transporting patients to these appointments once back in the community.   
 Employees also cite the need for more ACT teams to be established in the 
community, and for ACT eligibility restrictions to be eased.   
More like ACT team or crisis services, a direct--we call them ACT teams, case 
managers that are assigned....  They have to do all these certain ten things to be 
able to quality for an ACT.  We need some more loose--I think we need to allow 
more patients with the access of services and not be so stringent on what that 
looks like…  So it should be that, okay this person has--they have readmitted 
within a three month period.  And they would automatically qualify for ACT.  
Then they come out.  The patient has to be willing.  You're talking about a 
population that is never willing.    
This employee also stresses that Texas courts should order more outpatient commitments.   
It would be really nice if the community supported more or the legal system I 
guess would support more outpatient commitments… I think once in my three 
years of being here I've actually seen a judge do an outpatient commitment 
order.  It's not really--it's really kind of very frowned upon in Texas is what I 
hear. 
Outpatient commitment is characterized mainly by required outpatient therapy and 
medication compliance.  However, in order for outpatient commitment to be successful, 
patients generally need daily assistance from robust social support system.  If ACT 
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participation is restricted only to patients willing to enroll in the program, and the patient 
does not have a guardian willing to engage in the requirements of an outpatient 
commitment order, there is little chance of success.  This train of thought led employees 
to discuss the limitations of state psychiatric hospitals to provide long-term, appropriate 
care for the most at-risk individuals, 
So at the end of the day the reality is there is a level of a chronic population that 
needs to be institutionalized as far as a long-term care type of thing.  So our state 
hospital just doesn’t--isn't doing that anymore…  They can't--they're going to die 
on the streets.  something is going to happen to them.  They need to be--and even 
something like that, a guardianship doesn't help because you can't make them 
stay, and you can't make them do anything.  These people need to be in a place 
where they're safe behind locked doors and long-term type care.  And they may 
not have the skillable needs, so it may not even be a patient that qualifies for a 
nursing home…  And the facilities themselves are decrepit and mold ridden, so 
already a lot of beds that are out of service because of environment of care.  And 
then also staffing, but the dollars are quite limited at the State level, and it's a 
statewide issue. 
 Facility 2 key informants state that while their patient population lacks resources 
and social support as a whole, they are fortunate to be part of a network of community 
providers and advocacy organizations working to provide resources and support to 
mentally ill individuals in the community.  One such collaborator is Community 
Organization B, a contractor for the county mental health authority and provides 
outpatient services to many Facility 2 patients.  They engage in outpatient counselling 
and psychiatric care, ACT services, medication management, and referrals to community 
services such as housing.  They also provide clients with job skills training.  As with 
Facility 2, employees of Community Organization B cite a lack basic resources as 
contributors to patient readmission.   
Financial – they need more money in order to get healthier. They need a job in 
some cases which I think goes hand in hand. I’m trying to think.  When you have 
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poverty on top of mental illness, it exacerbates everything. So I would say my 
mind would go to financial too. You’ve got food instability. You’ve got housing 
instability. You’ve got plumbing instability, all of those kinds of things. And 
they’re all hand in hand. 
Employees from Community Organization B go on to state that Facilities 1 and 2 would 
both benefit from navigation services if they could secure adequate funding.   
One of the things that we talked about in the other counties and that we haven’t 
really talked about it up here is to do some navigation services if we can figure 
out how to get that paid for where we actually have either somebody on location 
or somebody that’s on call that we can actually do a warm handoff which is 
probably the best alternative or provide some level of transportation if we just 
take them from hospital to an outpatient center to do an immediate intake 
because if you establish the relationship early on and up front and they engage 
then there’s a high probability that they’ll return especially if the medication 
management that they’ve been on is good and works. Then they’ll want to renew 
that. So that’s one thing I think would be out there that we could look at working 
towards as kind of a more warm handoff process. 
 Of note, in addition to Community Organization B, the local police department 
was cited by Facility 2 as another resource for patients in the community.  When 
interviewed, it became apparent why.  The police have instituted a Crisis Intervention 
Team in the community.  Here the leader of the CIT initiative describes the program, 
We have crisis intervention teams or CIT as it's referred to around the country – 
it's kind of our primary effort towards your question, and part of the research 
that we decided to start our program was really data that came back that the 
calls for service to these high utilizers would decrease… So we are all in it to try 
to mitigate the readmissions part of it, so part of the CIT program and that we've 
gone full bore into is to have those working relationships with our providers in 
our emergency rooms but also the county's efforts, the indigent care of folks in 
our county--we meet on a regular basis with our hospitals and law enforcement, 
and we kind of discuss these issues face to face, and we all have each other's e-
mails and telephone numbers, but on a regular basis we get together and sort of 
talk about all the issues that would--the frequent flyers or readmissions always 
comes up because we are trying to figure this case out.   
It is unclear if a similar program exists in the area around Facility 1 as employees did not 
cite their relationship with local police as an asset in their efforts to reduce readmissions.   
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 In addition to the CIT, the police department also employs a Mental Health 
Coordinator to work with mentally ill individuals in the area.  This individual describes 
his/her role, and the mechanisms by which it can impact Facility 2 readmissions.  
We don't have any specific policies addressing that specific point of 
readmissions.  But part of my job is to look at the individuals that are taken to the 
hospital on a pretty regular basis, and when it comes to the point that we've 
noticed a pattern where they're getting transported quite frequently either by us 
or by the fire department I'll reach out to that individual or try to find their 
support system and get in contact with them so that they can have somebody that 
is being helpful with their support system, is cooperative, so best case scenario 
we'll get the families involved and then have somebody helping them get to those 
appointments, get the medications or whatever other treatment they need, or if 
they're aware that somebody else has an eye on them, so they know that I'm kind 
of checking in and watching those reports come through to see how they're doing 
and what treatment.   
Again, it is unclear if a similar position exists at Facility 1, which takes a more inward 
facing approach to reducing readmissions.  They rely largely on their own clinical teams 
to provide quality care and stabilize patients appropriately.  Whereas Facility 2, likely out 
of necessity, takes a more holistic approach to reducing readmissions by engaging with 
community providers and organizations to provide a variety of outpatient services to local 
area residents with a behavioral illness.   
 Construct Specific Conclusions: Key informants from both facilities express 
frustration with a lack of community resources available to patients post-discharge and 
feel this is a key contributor to high rates of readmission.  Findings are in keeping with 
those of other constructs showing Facility 1 to be a more inward facing organization that 
may struggle to connect with other community stakeholders.  Employees at Facility 1 feel 
that area resources are lacking and sub-standard, while at least one of their community 
partners implies there is work to be done, but overall resources do exist in the community 
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to provide post-discharge care.  Facility 2, on the other hand, enjoys positive relationships 
with a number of community-based organizations including outpatient counseling 
services and local law-enforcement.  Facility 2 employees state that any shortcomings on 
the part of these organizations is due to a lack of state funding and a broken system for 
providing care to mentally ill individuals in Texas.  
Process 
External Change Agents and Engaging 
 While technically a parent construct and sub-construct, the categories of “External 
Change Agents” and “Engaging” have been combined into one overarching construct to 
assess the extent to which the facilities are engaged with outside entities such as 
outpatient providers, social services providers and local advocacy groups which may 
protect against high rates of readmission.   
 Key Findings:  Interview findings indicate that Facility 1 may have a contentious 
relationship with their local community partners, specifically Community Organization 
A, who they feel provides sub-standard care.  Community Organization A states they 
need to improve communications and their working relationship with Facility 1.  The 
relationship is troubled.  More research is needed to understand the root cause.  
Alternatively, Facility 2 states they have excellent relationships with community partners, 
and each community partner agrees.  Behavioral health providers and community 
stakeholders have formed a coalition in the county to advocate on behalf of local 
residents with a mental illness.  When assessing this construct in relation to the 
conceptual model, Facility 1 engages poorly with entities existing at the “Community” 
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and “Policy” levels and may struggle to understand the importance of improving 
relationships with community providers.  Facility 2 does not face this challenge and has 
positive mutually beneficial relationships with entities at all levels of the conceptual 
model.   
 Facility 1: When asked to describe partnerships that may be conducive to 
reducing patient readmissions, Facility 1 employees look back to BHT and the services it 
provided.  “The most successful partnership we've had has been eliminated.”  Employees 
were unable to provide current examples of partnerships with local stakeholders which 
they consider beneficial.  Instead they seem to rely more on their internal capabilities and 
expertise to do the best they can for their patients, and feel they have little control of what 
happens beyond the hospital walls.  They were critical of their local behavioral health 
authority, and of other inpatient psychiatric facilities in the area, feeling that they do not 
share in the financial burdens associated with treating indigent patients.  They were also 
critical of care provided by Community Organization A.   
 Key informants at Community Organization A imply they can improve their 
working relationship with Facility 1 and have more open lines of communication.  
Community Organization A notes that Facility 1 is their largest and most robust 
partnership in the area, and they cite the strengths of Facility 1’s social workers in 
inquiring about follow-up care and appointments.  However, as one employee states,  
I think [having knowledge of outpatient resources] should be the same across the 
board for every hospital, and I think that's something at Facility 1 that doesn't 
necessarily, you know, work on well enough.  What is out in the community for 
our--for the clients who are in your community?  What are your shelter 
resources?  What are your boarding home resources?  Where do they go if they 
need to get an ID?  Where do they go for social security disability?   You know, 
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those kind of things, and just being better educated, you know, and reaching out 
and finding what Community Organization A can do for them.  You know, can we 
schedule an appointment with our benefit specialist to start that social security 
disability, and that's not something you necessarily see a lot with Facility 1 in 
particular is doing that extra step.  And I think that's a barrier in itself--is that 
clients wanting services, you know, as opposed to Facility 1 just saying well you 
have to follow-up at [our organization] because we said so.  Well you need to 
make sure the client doesn't have any extra needs.  You know, do they need an 
IUD referral?  Do they need a referral to our RAP or ACT program, and I think 
a lot of it is just them meeting with us.  You know, we've only had one meeting so 
far with Facility 1.   
The same employee goes on to briefly outline Community Organization A’s plan to 
improve working relations with Facility 1. 
We have a meeting with Facility 1 meeting coming up in next month.  It's just 
things that we can do better, continuity of care.  We can build our relationship 
stronger with the hospitals.  So if they feel comfortable enough to reach out to 
us--and I think--and it's around the board with the hospitals.  It's not necessarily 
just Facility 1, but I think it's just better educating everyone on how to do a 
proper discharge plan.  What does the hospital need to do versus what does the 
outpatient provider need to do?  Who is responsible for what? 
While Facility 1 and Community Organization A have differing views on the availability 
of patient resources in the area, the truth likely lies somewhere in the middle.  Both 
organizations will be challenged to accept this fact and find a common ground which they 
can build on to improve patient care and reduce readmissions.   
 Facility 1 is also challenged to establish new and meaningful partnerships with 
other community advocacy groups.  Both NAMI and Mental Health America have 
chapters in the city where Facility 1 operates.  Members of Facility 2 actively engage 
with both groups to advocate on behalf of patients and families.  While Facility 1 has the 
lower readmission rate of both facilities, their lack of engagement with external 
champions and providers may be a missed opportunity to further reduce their rates.   
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 Facility 2: Conversely, Facility 2 seems to have a strong working relationship 
with many external stakeholders and area providers, one of which is Community 
Organization A.  One representative from this organization states,  
I think truthfully my strongest relationship is probably with Facility 2.  They only 
have about five or six social workers.  I talk with them on a daily basis, and they 
are mainly our Medicare Medicaid people… But they're always very good about 
following up with us about people.  Every time they get an admission they're 
always calling us, emailing us, requesting records.  They follow-up after 
discharge.  If they readmit the next day they email and say, hey, what happened 
with Mr. So and So.  He just discharged our hospital.  Why is he back?  You 
know, and I can look in my system and figure out that discourse.  You know, 
where did it fall apart and why?   
Furthermore, through the creation of the Director of Behavioral Health Outreach 
Physician Provider Relations position, Facility 2 ensures that leadership participates in a 
variety of activities involving community partners.  Here this individual describes efforts 
to coordinate care and provide comprehensive wraparound services to area patients. 
I'm on the organizing committee of [our] county Coalition of Behavioral Health 
which is a new coalition not only in response to the fact that our county has now 
had to kind of change directions in relying on the local mental health authority 
but also to provide a stop gap and getting the providers to talk together and 
connect them in terms of continuity of care.  Because I think historically we're 
really operated as a silo.   
This same individual goes on to describe other area partnerships. 
We are involved with [our regional] Gerontological Society we are involved in 
Alzheimer's Association.  So we do quite a few walks throughout the year, suicide 
prevention walks.  We just recently did Out of the Darkness in Prosper Texas.   
And we did one Hope for Today.  We of course do the NAMI walk.  That's 
supported usually by our corporate office.  That's in May of every year.  And then 
there are a few educational conferences that we sponsor, our county Mental 
Health Symposium.  This one we're actually providing the CEU's for all the 
social service disciplines. There's a lot of other meetings that we might have with 
overlapping stakeholders like the local mental health authority, like first 
responders, like [our county] Sheriff's Office where at some point they interface 
with our population, and we need to kind of look at our working collaboration or 
our working relationship.  So I usually am kind of that point liaison person to get 
us all in the same room together talking because sometimes it's hard to 
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coordinate that and make sure you're having a conversation where everybody is 
hearing the same thing at the same time.   
 Other stakeholders, including those at Community Organization B and local law 
enforcement, cite their partnerships with Facility 2 when discussing successful efforts to 
provide coordinated care for area patients.  As one officer states,  
We're learning different ways to approach, and it's all tied together, so we know 
that if we come up with a program that kind of helps the providers as far as 
treatment of high end utilizers surprisingly it also affects our jail populations 
because as you know county jails have become the primary mental health 
hospitals around our country because there's just no beds.  And so that issue 
we're trying to learn every day different ways to take that population out of our 
detention centers and make a safer community.  So I think that's the biggest 
improvement is just the working together [towards] a common goal and having 
face to face meetings, different techniques and [working] together on different 
cases and even just meeting on a regular basis has been beneficial. 
 While the impact these partnerships have had on readmissions remains to be seen 
given the fact that many of these relationships are still in the beginning stages, the fact 
that all parties involved feel they have beneficial is a positive step. 
 Construct Specific Conclusions: Interview findings show that Facility 2 has 
positive relationships with community providers; Facility 1 struggles in this regard.  This 
may negatively impact readmission rates at Facility 1 if the relationship is so bad that 
patients are unable to receive care once discharged to the community.  More research is 
needed to understand the full scope of the problem and understand how it impacts 
readmission rates, although it is clear that Facility 1 should consider improving their 
relationships with community providers.  Findings imply that to date the quality of care 
Facility 1 provides has allowed readmission rates to remain low.  However, the closure of 
BHT changed the nature of service provision in the county and Facility 1 is now tasked 
with forging and maintaining new partnerships.  Facility 2 has already begun this work, 
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and has strong relationships with community partners -- a factor which employees cite as 
a protective against high rates of readmission.  Finally, both facilities acknowledge that 
peer navigation is an effective method to use to reduce readmission.  Navigation has 
already proven effective at Facility 1.  However, it is constrained in the current 
environment by the absence of policies to allow for reimbursement of peer navigators.  
This reality points to the apparent impact of reimbursement policies on readmission. 
Section 3: Synthesis of Findings   
 In the Texas case study, the CFIR framework helps to illuminate a complex 
interplay of factors within the Outer Hospital Setting (federal and state policy-, HCA 
system-, and community-levels) and Inner Hospital Setting (Facility and Patient levels), 
and their relative importance in explaining difference in the readmission rates at each 
facility.  Factors impacting readmission rates are largely an outgrowth of the facilities 
geographic location, historical positions in the region, the political realities they face 
today.  As discussed above, Facility 1 is located in a large urban area which features a 
larger and more diverse population than the area around Facility 2.  Facility 1 is also 
located in a county with a larger low- and middle-income population and lower levels of 
educational attainment than Facility 2.  Despite the fact that Facility 1 is located in a 
county with more traditional socio-economic predictors of adverse health outcomes, and 
psychiatric readmission, it has a lower readmission rate than Facility 2.      
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Outer Hospital Setting 
 Federal and State Policy Level:  Difficulties with commercial and public insurers, 
low rates of reimbursement inpatient treatment and outpatient services such as navigation 
a general lack of state and federal funds for in- and outpatient treatment and community 
care, poorly equipped local mental health authorities, state mandated siloed service 
provision, and a general lack of capacity to treat all patients in need all contribute to high 
rates of readmissions at both facilities.  Activities linked to implementation of the 
statewide strategic plan to improve behavioral health service provision in Texas may 
eventually serve to protect against high rates of readmission at both facilities.  However, 
the transition from Behavioral Health Texas (BHT) appears to have impacted each 
facility in strikingly different ways.  Facility 1 is working to maintain the status quo after 
losing considerable power in the local market.  The facility can no longer control the flow 
of patients between area hospitals.  Furthermore, the facility is challenged to maintain 
and perhaps build community linkages with outpatient and social service providers given 
their new position in the market.  Conversely, Facility 2 is undergoing an organizational 
transformation.  Leaders are actively working to improve Facility 2’s standing in the 
community, increase its local business presence, improve patient care, and create an 
identity separate from that of Facility 1.  Key informants feel that future readmission 
rates are linked to the success of these initiatives and are optimistic that their rates of 
readmission will be lower in the new local environment.   
 Given the mismatch in perceptions in the two facilities about the termination of 
BHT, it is unclear how this change might affect readmission rates.  Rates from Facility 1 
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may increase due to the facility’s loss of dominance in the market and decreased ability 
to refer out challenging patients.  Rates from Facility 2 may decrease due to its improved 
position in the market and the facility’s concerted efforts to improve its business presence 
and reputation in the community.  However, a lack of public funds for behavioral health 
treatment may continue to contribute to high rates of readmission.  The state of Texas 
must allocate sufficient funds to treat patients during and following their hospital stays 
and reimburse evidence-based models of care in order to successfully reduce 
readmissions at both facilities and at others throughout the state. 
 HCA System Level:  Findings about HCA corporate’s level of engagement differ 
between Facilities 1 and 2.  Key informants from Facility 1 stated that the hospital is 
largely autonomous and cite little direct influence from HCA corporate.  Respondents did 
not indicate that corporate presence contributes to lower rates of readmission.  However, 
HCA corporate leadership cites normal levels of engagement with the facility.  They state 
that Facility 1 is subject to the same corporate presence and practices as all other facilities 
in the HCA portfolio.   
 Alternatively, key informants from Facility 2 cite direct influence and 
involvement from HCA leadership in their daily activities.  Leadership and staff alike feel 
the corporate presence has been beneficial for their facility.  These findings are 
corroborated by HCA corporate interviewees.   
 Community Level:  Strong community partnerships, patient access to community-
based primary care and social services, and the presence of well-funded, functioning 
mental health authorities are key factors that may protect against high rates of early 
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readmission.    
 Key informants from both Facilities 1 and 2 express frustration at what they feel 
are inadequate outpatient and community services available to patients’ post-discharge.   
However, the facilities have drastically different relationships with their community 
counterparts.  Facility 1 may have contentious relationships with community providers 
and may downplay the importance of maintaining strong community partnerships.  
Facility 1 employees tend to cite faults of local organizations which contribute to patient 
recidivism.  These findings are corroborated in key informant interviews with community 
providers that work with Facility 1.   
 While Facility 2 also struggles with what they perceive as inadequate service 
provision and community resources available to patients post discharge, key informants’ 
fault insufficient state and federal funds and “the system” as a whole for contributing to 
high rates of readmission at their facility.  Facility 2 staff appear to have formed excellent 
relationships with community providers, which may already be impacting patient rates of 
readmission.   
 Inner Setting 
 Facility Level:  High-quality clinical-care, the presence of on-site outpatient 
services (IOP and CBT), a modern patient-friendly facility, low-levels of staff turnover, 
and the presence of strong leadership and multiple internal champions are key factors that 
protect against high rates of readmission in the Texas case study.  
 Key informants at Facilities 1 and 2 have a strong sense of hospital initiatives 
currently in place to improve patient care and reduce readmissions.  Fidelity to programs 
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is high.  These are key protective factors against high rates of patient readmissions.   
 Facility 1 features a modern layout and physical infrastructure.  Facility 1’s PES 
is innovative and diverts many inpatient stays by providing immediate stabilization in a 
patient friendly environment.  Key informants feel these factors contribute to high quality 
patient experience and clinical care which protects against high rates of readmission. 
Personnel at Facility 1 take a clinical and businesslike approach to patient care and are 
proud of their work.  They already have internal systems and processes in place which 
allow them to deliver high quality care, which key informants cite as a key factor in 
keeping readmission rates low.   
 However, key informants had little to contribute about ways they feel the facility 
could improve patient care to further lower readmission rates.  While they indicated high 
receptivity for change in the form of new programs aiming to reduce readmissions, they 
were averse to policy and programmatic change whether internally mandated (such as the 
ARC) or government enforced (such as termination of BHT).  Results indicate that 
Facility 1 would likely be a challenging environment in which to implement new 
initiatives to improve readmission rates.  The facility’s resistance to change and struggle 
to critically assess its own internal operations may serve as barriers to further reduction in 
rates of readmission in the long run. 
 Key informants from Facility 2 cite past high rates of staff turnover, poor physical 
infrastructure, and historical position in the community as a “dumping ground” as key 
factors contributing to high rates of readmission.  However, Facility 2 also has an 
optimistic, strong team who respect and enjoy working with each other and with their 
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patients.  Facility 2 takes a realistic stance when discussing its strengths and limitations 
related to patient care and 30-day readmissions.  They have taken measures to reduce 
readmission rates, although they feel more could be done to improve operations and 
patient care thereby reducing readmissions. While they do not yet know the impact of 
their recovery planning committee meetings on readmission rates, they feel they are 
learning how to better provide care for patients, and about the downstream resources and 
service available to patients in the community.  However, they acknowledge the need for 
a stronger physician presence at the hospital, improved physical facilities, as well as 
outpatient resources for patients in order to maintain continuity of care, and medication 
management.  Facility 2’s willingness to critically assess internal operations with respect 
to readmissions and embrace of change, may protect against high rates of readmission. 
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CHAPTER 5: FLORIDA CASE STUDY 
 The Florida case study is characterized by an overall lack of community services, 
advocacy and funding for both facilities.  Historically, allocation of state funds for 
behavioral health service provision has not been a high priority for the state legislature, as 
evidenced by low per capita mental health spending over the past decade.  Florida did not 
adopt Medicaid expansion under the ACA, and in the years since has done little to ensure 
adequate service provision to low-income residents.  While Florida has an 
uncompensated care pool established under an 1115 Waiver and a mechanism for 
engaging in statewide strategic planning, it is unclear what steps are actively being taken 
to improve mental health outcomes.  Florida generally does not face provider shortages.  
However, the case study region is a HRSA designated health services shortage area and 
facilities struggle to provide behavioral health and medical care to the growing 
population.  The following section details the socio-political context of the Florida case 
study.     
Section 1: Case Study Context 
 Florida comprises a large, diverse and growing population, estimated to be 20.9 
million in 2017 (206).  Composed of 67 counties, 37% are classified by the census bureau 
as rural (203).  As of 2017, 11 counties have been classified by HRSA as Health 
Professional Shortage Areas (HPSAs) for mental health services, which means that the entire 
county lacks adequate resources to treat individuals with a behavioral illness, regardless of 
their level of income or employment status (198).  While Florida does not face a health 
professional shortage on the same magnitude as Texas, the state does struggle to provide 
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services to patients due to lack of available funds.  In 2012, the most recent year for which 
data is available, the state of Florida ranked 50th in the nation in per capita behavioral 
health services expenditures, spending an average of $37.28 per person per year (199).  
Only Idaho and Puerto Rico had lower per capita annual spending (199).  Florida has an 
1115 Waiver in place through 2022, an uncompensated care pool, and a set of goals to 
improve behavioral health outcomes.  However, these initiatives are continuations of 
older programs, or state mandates dating back several decades.  At present, there is no 
evidence to indicate that Florida will enact state level changes to improve outcomes.   
Florida 1115 Waiver and Uncompensated Care Pool 
 Renewed through June of 2022, Florida’s 1115 Waiver provides primary and 
medical care, behavioral health and dental services for Medicaid recipients (207).  Under 
its waiver, Florida “seeks to build” on the following objectives (208): 
1. Improve outcomes through care coordination, patient engagement, and maintaining fiscal 
responsibility. 
2. Improve program performance, particularly improve scores on nationally recognized 
quality measures through expanding key components of Medicaid managed care and 
competitively procuring plans on a regional basis to stabilize plan participation and 
enhance continuity of care. 
3. Improve access to coordinated care by enrolling all Medicaid enrollees in managed care 
except those specifically exempted.  
4. Increase access to providers that serve uninsured, low-income populations in the state by 
targeting Low-Income Pool funding to reimburse Uncompensated Care costs for services 
provided to low-income uninsured patients at hospitals and federally qualified health care 
centers (FQHC) and rural health clinics (RHC) that are furnished through charity care 
programs.  
While Florida does not have a DSRIP initiative in place under its 1115 Waiver to deliver 
care to Medicaid patients, it has established an uncompensated care pool, referred to 
locally as a “low-income pool” (LIP).  Florida’s LIP does not provide coverage to low-
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income residents.  Instead, it uses funds from its 1115 Waiver to set aside a maximum of 
$1.5 billion annually to reimburse health care providers—primarily hospitals—to cover 
funding shortfalls from providing uncompensated patient care (208,209).   
Florida’s Behavioral Health Service Provision and Local Legislation 
 The Florida Department of Children and Families (FDCF) oversees behavioral 
health service provision for state residents using both federal and state funding.  FDCF’s 
work includes: planning, managing and evaluating mental health services including 
community programs; crisis services; state residential treatment facilities; and children’s 
mental health services.  With the exception of several state-run hospitals, FDCF’s 
mandate does not include service provision.  Florida's community mental health system is 
completely privatized (210).  Public funds are contracted through local Mental Health 
Program Offices, mostly with non-profit local Community Mental Health Centers (210).  
Residents in need of mental health services seek care at these centers directly. 
 As part of its mandate (s. 394.75, F.S.) FDCF develops a triennial state plan for 
financing and delivery of substance abuse and mental health services throughout the state 
(211).  This plan outlines state and regional goals to improve behavioral health outcomes 
among residents.  Goals for the 2017-2019 period include (211):  
1. Enhance community-based service array to shift from acute care model to recovery-based 
model.  
2. Improve access to services in both rural and urban areas.  
3. Promote emotional health and well-being. 
4. Prevent and reduce substance use. 
5. Reduce the spread of infectious disease. 
6. Prevent and reduce attempted and completed suicides. 
7. Reduce opioid related overdose deaths. 
8. Improve family functioning and child welfare related outcomes through an integrated 
behavioral health treatment-based model. 
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9. Enhance common registration and unique identification of individuals served. 
10. Improve process for reporting and analyzing performance outcome data. 
11. Improve accountability of state-funded services provided to state target populations. 
12. Develop and implement a uniform, clinically-based scoring system to collect and report 
data pertaining to an individual’s service needs. 
13. Decrease the wait time for forensic SMHTF admission and return to court. 
FDCF’s goals are broadly in line with goals outlined under Florida’s 1115 waiver.  
 The Baker Act and the Marchman Act, govern behavioral health and substance 
abuse service provision in Florida.  The Baker Act [Part I of Chapter 394, Florida 
Statutes], also known as the Florida Mental Health Act of 1971, governs use of 
emergency services for those experiencing a mental health crisis, including voluntary and 
involuntary examination and placement (211):  The Hal S. Marchman Alcohol and other 
Drug Services Act of 1993 [Chapter 397, Florida Statutes], governs substance abuse 
treatment, including voluntary and involuntary emergency assessment and treatment 
(211):  While both acts have their strengths, each faces considerable challenges.  The 
Florida Office of Substance Abuse and Mental Health, FY14-15 SAMH Community 
Consumer Satisfaction Survey (SCCSS) found that, in particular, the Baker Act is widely 
perceived as misused and overutilized (211).  State reports document an increase in 
involuntary examinations from 2001-17, during which time involuntary examinations 
more than doubled (111.42% increase) (212).  By itself this increase does not confirm 
inappropriate Baker Act utilization, although it is in keeping with SCCSS findings.   
 The Baker and Marchman Acts are decades old, and FDCF’s strategic planning 
mandate carries through to each new annual funding cycle.  Objectives under the State’s 
1115 Waiver have seemingly been carried through from the 2014-16 budget cycle.  In the 
current cycle, the state “seeks to build upon” work already underway on each initiative 
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(213).  Unlike Texas, there is no evidence to indicate the federal government has put 
pressure on Florida to improve systems of care.  CMS has not indicated it will withhold 
1115 funding in 2021 and has not mandated that Florida outline how it will provide care 
post-2022 when 1115 Waiver funding runs out.  It is likely that behavioral health service 
provision in Florida will remain largely unchanged in the coming years.  There is no 
apparent urgency to reform current systems. This is evident throughout the state 
programmatically, and in County A6, home to both case study facilities. 
County A 
 County A is classified as “urban” by the Census Bureau (203).  Despite its 
classification, County A is a HRSA designated “Health Professional Shortage Area” 
(HPSA) for low-income individuals since there are not enough local providers to treat low-
income patients.  The National Health Service Corps (NHSC) has developed a scoring 
system for HPSA’s ranging from 1 to 26.  A higher score indicates a more acute shortage.  
Behavioral health for County A scores 17, primary care scores 13.   
 Behavioral health service provision in County A is coordinated by a regional 
chapter of Florida’s Office of Substance Abuse and Mental Health (SAMH).  The local 
SAMH office contracts with the Regional Florida Behavioral Health Network 
(REFBHN)7 to administer over $55.5 million dollars in funds to manage the SAMH 
system of care in six counties, including County A, home to a population of over 2 
million (211).  REFBHN subcontracts with local, community-based providers (Managing 
                                                 
6 Name changed to protect facility anonymity 
7 Name changed to protect facility anonymity 
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Entities ([ME’s]) to provide behavioral health services for adults and children.  It is 
theorized that by providing services at the local level, needs will be addressed in an 
efficient, effective and cost-effective manner (211).  During the 2017-19 funding period, 
REFBRN has two objectives for improving patient care in its catchment area (211):  
1. Develop and implement care coordination activities to decrease recidivism and help 
improve individuals’ overall recovery.  
2. Provide advocacy and support to MEs as they face significant funding challenges limiting 
their ability to expand their current service array to meet the growing needs of the 
community. 
Complicating the REFBRN’s stated goals is the fact that it oversees care in six counties, 
two of which are wealthy, high-profile districts.  The remaining four counties are lower-
income under-resourced areas with few resources.   
Section 2: Case Study Hospitals 
 Using the site selection criteria described in Chapter 3, two hospitals in Florida 
were identified to serve as “Case Study 2”.  Hereafter, these hospitals will be referred to 
as “Facility 3” and “Facility 4” to maintain confidentiality.  They are 12 miles from each 
other, approximately a 25-minute drive.  Neither is accessible by public transportation as 
there is none in the area.  Facility 3 has a readmission rate of 13.4%, Facility 4 has a 
readmission rate of 21.3%.  Each facility is located in a separate city within County A. 





Table 19: Florida Case Study Socioeconomic Indicators by Facility and City 




30-Day Readmission Rate (%) 13.4 21.3 
Total Population (N) 175,652 43,883 
Age (%)   
≤19 25.2 27.9 
20-39 23.4 25.5 
40-64 32.9 29.4 
≥65 18.3 17.1 
Race Ethnicity (%)   
White (NH) 58.0 39.4 
Black/African American (NH) 17.2 37.5 
Hispanic/Latino 20.2 21.5 
Asian  2.3 0.6 
AI/API 0.2 0.0 
< High School Education (%) 12.6 22.7 
Median Household Income $50,829 $26,506 
≤ 100% Federal Poverty Level (FPL) (%) 14.1 35.5 
Source: U.S. Census Bureau, 2012-2016 American Community Survey 5-Year Estimates 
City A (home to Facility 3) is a suburban area with a larger population, and fewer low-
income individuals than City B.  City B (home to Facility 4) is more diverse than City A, 
residents have lower levels of educational attainment, and 35.5% of residents live below 




Table 20: Florida Case Study Psychiatric Facility Data 
  Facility 3 Facility 4 
30-Day Psychiatric Readmission Rate (%) 13.4 21.3 
2014 Psychiatric Admissions 622 442 
Psychiatric Beds in Operation 47 16 
Psychiatric Payer Mix (2014) (%)   
Commercial 22.9 10.7 
Medicare 39.6 44.0 
Medicaid 18.4 25.6 
Self-Pay 17.2 18.2 
Charity/Other 1.9 1.5 
Psychiatric Patient Mix by Race/Ethnicity (%)   
White 79.6 66.4 
Black/African American  10.5 26.0 
Hispanic/Latino 7.2 5.6 
Other 0.4 0.5 
Trauma Level Number None II 
Source: HCA Internal Data 
Facility 3 is a larger hospital which serves a more diverse population than Facility 4.  
Facility 4 is home to a level-2 trauma center8 that provides highly specialized care to 
patients experiencing medical trauma.  In contrast, Facility 3 does not operate its own 
trauma center.  Facility 4 treats a more diverse payer mix of patients with higher rates of 
Medicare, Medicaid, self-pay and charity coverage (e.g. low-income and uninsured).  
Facility 3 treats higher rates of commercially insured patients.  The payer-mix and 
corresponding readmission rates at each hospital are unsurprising given the socio-
demographic characteristics of their surrounding cities.  Facility 3 treats higher income 
                                                 
8 Level I Trauma Center is a comprehensive regional resource that is a tertiary care facility central to 
the trauma system and is capable of providing total care for every aspect of injury – from prevention 
through rehabilitation.  A Level II Trauma Center is able to initiate definitive care for all injured 
patients.  A Level III Trauma Center has demonstrated an ability to provide prompt assessment, 
resuscitation, surgery, intensive care and stabilization of injured patients and emergency operations.  
A Level IV Trauma Center has demonstrated an ability to provide advanced trauma life support 
(ATLS) prior to transfer of patients to a higher-level trauma center.  It provides evaluation, 
stabilization, and diagnostic capabilities for injured patients.  A Level V Trauma Center provides 
initial evaluation, stabilization and diagnostic capabilities and prepares patients for transfer to higher 
levels of care.(205)  For more information please visit https://www.amtrauma.org/page/traumalevels  
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patients with higher educational attainment and higher levels of employment, which are 
associated with lower rates of readmission.  Facility 4 treats a more diverse mix of 
patients with lower income and employment, which are associated with higher rates of 
readmission.  The following results from key informant interviews with hospital and 
community providers explore other factors associated with readmissions, mapped to 
CFIR constructs and the case study conceptual model.  
Section 3: Case Study Findings  
 Current Situation:  All key informants were asked questions related to their 
knowledge of current efforts within facilities and throughout HCA to reduce readmission 
rates and improve care.  Responses were analyzed relative to facility-specific rates of 
readmission (high vs. low) in order to (a) understand what programs and policies exist at 
each hospital related to continuity of care and daily operations, and to determine the level 
of knowledge staff possess about these activities, (b) assess the existence of hospital 
initiatives designed to reduce readmissions, and (c) assess fidelity to corporate programs 
or initiatives in place.    
 Key Findings: Respondents reported that both facilities have implemented the 
standard package of HCA data collection activities and programs designed to reduce 
readmissions.  These include facility reporting, dashboard analysis, discharge planning 
and a post-discharge nurse wellness call.  Furthermore, each facility has its own Intensive 
Outpatient Program (IOP).  However, staff knowledge of these activities and their 
purpose varies by facility.  Employees at Facility 3 were largely unaware of data 
collection activities and have emerging knowledge of the newly implemented IOP.  They 
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are well versed in the discharge planning and nurse call activities implemented at the 
facility.  Key informants at Facility 4 cite high levels of awareness of these activities and 
understand their purpose.  Neither facility has developed initiatives to reduce 
readmissions outside of the standard HCA programs and implementation of IOP’s.   
 A) Facility 3:  Facility 3 has implemented the standard package of HCA mandated 
initiatives to reduce 30-day readmissions among patients with a behavioral illness.  
Psychiatric readmissions and other quality and patient experience markers are tracked 
and sent monthly to HCA corporate headquarters for inclusion in the system-wide 
behavioral health dashboard.  All patients meet with a discharge planner to prepare for 
life back in the community.  All patients receive a nurse follow-up call within 24 hours of 
discharge to the community to assess patient functioning and needs in the immediate 
aftermath of an inpatient admission.  In keeping with a Florida state mandate, all patients 
leave Facility 3 with an outpatient appointment and a prescription for a one-month supply 
of medication.  Employees by-and-large are unaware of data collection efforts at the 
facility or feel that data gathered is not used in a systematic way to reduce readmissions.  
When asked if Facility 3 has implemented programs or policies to reduce readmissions, 
one employee from the psychiatric unit states,  
Not really…  I don’t really believe we have.  So you know, we don’t really dive 
into it all that much other than to discuss action plans as to what to do to change 
readmission rates.  Quality pulls it out, and it’s used as part of our core 
measures… It is used and reported to the utilization review committee as far as 
numbers. For a short time we had a readmission team that met monthly and 
reviewed things like what we could do to help decrease readmissions, med rec 
was a big thing. 
When asked the same question, an employee from the ED states, 
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We’re just basically dealing with the patients as they come back into the ER, and 
we’ve not had a good system or process looking at readmissions and then maybe 
looking back and say patient X was here twenty days ago. They’re here again. 
What could we have done differently to possibly prevent? So that does not exist. 
 Emergency department staff state they track readmissions and generate reports on 
acute care patients using the Midas software system, which interfaces with the EMR.  
However, they do not track patients with behavioral illnesses.  It is unclear why the ED 
tracks readmissions among acute care patients, but not those receiving psychiatric care. 
 Employees cite Facility 3’s recently implemented IOP as an initiative with the 
potential to reduce readmissions.  To date the program has yielded few observable 
results.  Since opening five months prior, five individuals have been enrolled in the IOP 
and one has completed the program.  At the time of interviews, no clients were enrolled 
in the program.  The IOP will be further discussed in the section “Patient Needs and 
Resources in the Community.”  It is discussed at a high level here given staff’s 
knowledge of its existence and belief that it may reduce readmissions in the future.      
 B) Facility 4: Facility 4 cites participation in contributing data to HCA’s 
behavioral health dashboard, discharge planning, and the 24-hour nurse call welfare 
check as part of their hospital’s efforts to reduce early readmissions.  Unlike Facility 3, 
leadership uses the data collected to assess treatment.   
They [HCA] track the data electronically. We get a report on a monthly basis in 
regard to which patients – how many patients represented that month. How many 
patients were readmitted that month? And then from there we determine if‑‑and 
this is an internal process. We determine if there is something we can do 
differently based on the fact that the patient has returned.  
The facility has instituted a process of identifying patients who return within 30-days. 
If in the case of a recidivist patient that we know has been back to the hospital 
within thirty days, we do have a kind of a front door intake process whereby the 
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intake nurses can look up those patients to see if that person has come back and 
when that patient’s last discharge was. When we identify those patients then 
typically our medical director or one of the psychiatrists will go over and see that 
particular patient because we typically want to know why they came back as 
quickly as they did, if it was a faster turnaround time, but we try to look at every 
patient that has come back within thirty days. 
Facility 4 also has an IOP for patients requiring higher levels of care and therapy once 
discharged to the community.  However, this program was discussed very little during 
interviews.  While it is seen as a mechanism by which readmissions can be reduced, staff 
generally spent more time discussing facility processes and lack of community resources 
as the main contributors to readmission. Aside from the core HCA initiatives and the 
IOP, Facility 4 does not have additional programs or policies which focus on reducing 
readmissions, or which could be modified to do so.    
 Staff members at Facilities 3 and 4 appear to have a reasonable knowledge of 
efforts in place at each hospital that may relate to readmission rates.  Despite the fact that 
it has the lower readmission rate, Facility 3 employees had poorer knowledge about 
internal activities designed to address readmission rates.  Facility 4 uses its data to 
contextualize readmission patterns and patient needs.  They place a larger focus on 
internal process improvement and communication as a way to reduce high rates of 
readmissions, although they face challenges in doing so due to the frenetic pace of 
hospital operations.  Facility 4’s greater utilization of data collected may reflect the fact 
that they have a very high rate of readmission and have developed internal processes to 





Inner Hospital Setting 
Structural Characteristics 
 Defined as “The social architecture, age, maturity, and size of an organization” 
structural characteristics of each facility and their potential to impact readmissions were 
assessed via direct observation during facility tours and via key informant interviews.   
 Key Findings:  Employees of each hospital are pleased with the condition of their 
facilities.  Facility 3 is a standard psychiatric unit embedded within a medical/surgical 
hospital.  It is an up to date facility with features standard in many psychiatric units.  
Facility 4 is a free-standing unit, located approximately one-half mile from the 
medical/surgical building.  It is an up to date facility and features a basic gym, pool and 
other characteristics which may improve overall patient experience and healing, possibly 
reducing subsequent readmissions.  Facility 3 has limited outdoor space, and no space for 
rehabilitation activities such as a gymnasium.  Facility 4 patients do not have the same 
level of access to medical care as those seen by Facility 3 due to the fact that it is separate 
from the main hospital.  Results from facility interviews showcase overall high levels of 
satisfaction with facility structure, and key informants do not cite any key factors which 
they feel contribute to high or low rates of readmission.   
 A) Facility 3:  The hospital itself is a standard community hospital.  The waiting 
room is organized and calm, relatively small and prominently features a metal detector 
and security guard.  The psychiatric unit, which is situated within the main 
medical/surgical hospital, features 22 patient beds and provides general psychiatric 
services.  Patients must go to Facility 4 for specialty psychiatric care.  Medical services 
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(emergency and otherwise) are delivered to patients onsite, a benefit of the unit’s location 
within the main hospital. When asked how they differentiate themselves from other 
psychiatric facilities in the community, one employee states,  
We are one of the only providers in the area that actually has an acute care 
hospital attached to the facility that houses our behavioral health unit. As you 
know, Facility 4 is not organized that way. And the next provider south of us, is 
not organized that way. They’re a freestanding behavioral health facility. And 
then there’s two other psychiatric hospitals in the community that don’t have the 
acute care resources that we have. So we’re a little unique in that regard. 
When asked to describe patient flow and the general relationship between the Facility 3 
and Facility 4, one employee responds,  
Facility 3 they’re our go-to. If they’re full we’re their go-to. So there is a lot of 
coordination in that regard. 
HCA treats Facilities 3 and 4 as sister hospitals and this notion is shared by employees.   
 B) Facility 4: Facility 4’s psychiatric unit is located approximately one half-mile 
away from the main medical/surgical hospital.  The main entrance opens into a sparse 
waiting area.  The waiting room was quiet with informational materials on depression and 
mental illness.  However, there was no information on services offered at the hospital 
itself or at local area community providers.  Staff are proud of their facility and most feel 
the distance between the main hospital and the psychiatric unit works to their benefit as it 
serves to separate patients from the frenetic pace of the medical/surgical facilities.  
However, one individual did express frustration at having to drive back and forth between 
the ED and psychiatric units multiple times a day to assess patients.  This individual felt 
it took time away from patient care due to inefficiency.  
 The facility features a simple gymnasium, an exercise room and a pool where 
patients can participate in hydrotherapy or simple exercise.  Patient rooms and common 
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areas are reasonably open and airy, and face onto a courtyard.  Facility 4’s psychiatric 
unit is connected to a medical rehabilitation facility and can provide patients with 
occupational, physical and speech therapies.  All patients are seen by a medical doctor 
within 24-hours of admission and individuals with comorbidities are followed by doctors 
throughout their stay.  Due to the distance between the medical/surgical facility and 
psychiatric unit, if a patient has a medical emergency during treatment, staff must call 
911 to transfer the patient to the main hospital.  Most staff do not feel this negatively 
impacts patient care or facility operations, they are glad to keep patients separate from the 
pace and stress of the main acute care hospital.  As one employee states,  
There’s advantages and disadvantages of being separate. I agree with [staff who 
feel] that from a convenience standpoint driving, parking, those kinds of 
things‑‑that is inconvenient. The advantage to being separate in this building is 
that we have a nice complex.   
 The main hospital and emergency department were a stark contrast to the 
psychiatric facility.  As a Level II trauma center, and the only trauma center in the region, 
Facility 4 is the first point of contact and only provider of specialty medical care for 
people experiencing life-threatening medical emergencies in the area.  As a result, the ED 
is typically overflowing with patients.  During my site visit, the facility had run out of 
space, patients were receiving treatment in the waiting room and hallways.  Some had 
been waiting three days for an inpatient bed.  Patients ranged from those with psychiatric 
illness, cardio-vascular emergencies, and illnesses typically treated in primary care such 
as ingrown toenails.  According to hospital staff, the ED functions as a primary care 
clinic for many local residents.  Each staff member interviewed stated they were glad to 
have a break from the frantic pace of their work.   
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 Facilities 3 and 4 think of themselves as “sister facilities”, a term used by 
interviewees at both sites.  Each hospital offers different levels of care.  When asked what 
differentiates Facility 4 from Facility 3, one individual stated,  
We’re a trauma center. So for example we would take a patient who can provide 
self-care to his or her (inaudible). Facility 3 won’t take that patient. We take 
pregnant females. I’m not going to say Facility 3 doesn’t, but we have a 
department here, an L&D department so that, you know, that is--that serves the 
patient. We’ll take the patient on dialysis because we have a dialysis center. So 
there’s different levels of care that each sister hospital can provide, so we look at 
that first the patient’s needs and then what provider can give them what they 
need. And then it’s based on bed availability. It’s based on basically capability 
and capacity which follows the statute.  Financially I think this is a more 
depressing area than Facility 3.  We have a higher indigent population.  People 
with mental health or financially challenged‑‑they tend to go to poorer areas, 
and so they gravitate to us here rather than over there. So that is another reason.   
When asked about patient flow between the two facilities, employees acknowledge that 
each facility has its own strengths, patients are triaged accordingly.  One employee states,  
The ARC is really in charge if you will of directing the patient based on number 
one the patient’s clinical needs because each facility does something a little bit 
differently. 
The ARC is HCA’s tele-consult and triage system previously described in Chapter 4.  It 
was implemented in Florida roughly one year prior to interviews and will be discussed in 
greater detail in the section entitled “Patient Needs and Resources in the Hospital.”  
 Construct Specific Conclusions:  Neither facility featured any remarkable 
structural traits cited as either risk or protective factors related to readmission.  Staff are 
generally pleased with the physical structure of facilities in each unit and cite few 
frustrations.  It is possible factors which employees at each facility cite as differentiators, 
such as the freestanding nature of the psychiatric unit at Facility 3, may negatively impact 
readmissions although further research is needed to draw this conclusion. 
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Implementation Climate & Tension for Change 
 While “Implementation Climate” is technically a parent construct to “Tension for 
Change”, here these concepts are combined into one construct to assess the extent to 
which hospital staff perceive readmissions and related factors as needing change, and 
institutional capacity and receptivity for change.   
 Key Findings: Employees at each facility cite similar factors they feel contribute 
to high rates of readmission and express need for lasting change.  Key informants from 
both facilities cite similar factors contributing to high rates of readmission including: 
difficulty recruiting staff, poor communication and processes with medical/surgical 
providers, lack of training in psychiatric patient care for medical/surgical staff, high rates 
of poverty, and a general lack of community resources and outpatient providers available 
to patients’ post-discharge.  Key informants cite the presence of a strong collegial 
relationship between Facilities 3 and 4 as a positive factor, but do not mention that this 
relationship impacts readmission rates.   
 A) Facility 3: Staff at Facility 3 express a need to reduce readmission rates.  They 
feel this would best be carried out indirectly rather than by instituting programs looking 
specifically to reduce readmissions.  Employees cite the need to improve staffing levels, 
staff training, communication with other units in the hospital, and Baker Acts utilization.  
Several employees cite frustration at their inability to prescribe clinically effective 
medications due to high poverty rates among patients in the area.   
 Frustration at staffing levels and the need for training dominated interviews at the 
facility.  One employee states, “Part of it is not enough resources. But the nurses in the 
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hospital feel like maybe they’re not the best equipped to take care of these patients as 
well.”  Another individual had considerably more to say on the subject.   
The [staffing] matrix sucks…  Tech involvement is way too low. If it were me, I 
would change the matrix to three nurses and three techs. I think our patients get 
a lot more from our techs than they do from our nurses. And also we follow the 
medical model which is also a big mistake. We shouldn’t be following the 
medical model on a psych unit. We need a therapist. We don’t have any 
therapists. We have discharge planners. We have two– they’re MSW’s. Hopefully 
fingers crossed I’m going to be able to go to LCSW’s, but it doesn’t matter 
because they don’t have time to do anything anyway. So each one of them does a 
group a day. One of them does, you know, the psycho ed group, and the other one 
does a process group which should be a real therapy group. It’s not a real 
therapy group. Where are you going to do a real therapy group out here? You 
know?  You can’t leave it up to each individual site because there’s just no time, 
and people are worn out. I have to say people are worn out. 
A member of the ED sees a need for more nurse training and improved safety measures. 
These patients are very savvy, and so I think that the nurses feel ill equipped. 
We’re trying to get them more training. But when there are more than three or 
four patients very, very difficult in the ED to keep everybody safe. 
 When asked about the relationship between the ED and psychiatric units, 
feedback was generally positive.  Leadership of both departments state that past strain in 
the relationship, but they had worked diligently over the last few years to improve 
communication and have begun to see success in the form of process improvement and a 
reduction in unnecessary transfers.  However, tension still exists between the psychiatric 
unit and the rest of the hospital.   
The person who is my acting nurse manager right now--she’s been here since the 
day this unit opened, eight years.  She’s applying to be the permanent nurse 
manager, so I brought her to an interview downstairs with--three of the nursing 
directors were in it from various floors. All three of them said well you know you 
look familiar but I don’t know who you are. She’s been here eight years.  She 
eats in the cafeteria every day. She’s been to meetings. It’s like really? She’s 
been here eight years, and how is it that you don’t know. That doesn’t make any 
sense to me.   
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Similar sentiments were expressed in the Texas interviews.  Psychiatric nurses and 
clinicians often feel stigmatized by others in the medical field.  There is no clear answer 
to this problem, however it is worth noting as psychiatry overlaps with many other areas 
of medicine and it is important for all units in a hospital to have good working 
relationships and processes with psychiatric providers.   
 Frustration at the Baker Act was also a common theme across nearly all 
interviews.  Staff generally feel the mandate is misused and contributes to frequent 
readmissions or unnecessary time spent in the ED.  Patients are often brought to the 
hospital because law-enforcement does not know what else to do.  One employee states,  
But then we have the Baker Act. And we have to hold a patient here, but then 
sometimes, you know, we--there’s another dynamic where police I think or law 
enforcement are even confused of like hey is this the hospital’s responsibility, or 
is this our responsibility, and so sometimes they’ll bring patients here probably 
might need to be in jail and stabilized before they come here, but this is a 
hospital. It’s like we kind of have to take what we have to take sometimes, and so 
sometimes we will have patients here that are probably not meant to be at a 
hospital. And so we actually have a twenty-four seven police officer in our ER to 
help out with that. 
Another employee sees an opportunity to educate law enforcement on mental illness. 
I think that police will sometimes inappropriately and illegally Baker Act patients 
who don’t meet Baker Act criteria.  But there’s an opportunity to educate law 
enforcement. And that’s a continuous process. 
To date, no educational sessions have been conducted due to lack of time and personnel. 
 Finally, Facility 3 providers express frustration at being locked in to certain 
prescribing patterns due to high rates of poverty in the area.  Facility 3 psychiatrists write 
prescriptions from a list of medications which cost $4 or less.  However, the range of 
drugs on this list is small and some are limited in the illnesses they treat. Patients needing 
medications to target specific conditions must pay for costly prescriptions, which do not 
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get renewed.  Patients then return to the hospital and are subsequently labelled “non-
compliant” because they cannot afford their medication.  One clinician states,  
The psychiatric medicines a lot of them are so expensive that even for patients 
with insurance they could be cost prohibitive, yeah.  It’s – yeah, it’s just not cost 
effective.  So how do they comply when they can’t afford the medicine that keeps 
their mind healthy? 
Psychiatrists feel limited in what they can give to people and know that what they 
prescribe from the $4 list may not be the best course of treatment but generally feel that 
prescribing a moderately effective drug is better than prescribing nothing.     
 B) Facility 4:  Employees at Facility 4 also cite a lack of local resources, high 
poverty, misuse of the Baker Act, and patient volume as contributors to early 
readmission.  Every interviewee expressed the need for facility level reforms to reduce 
readmission.  However, staff in both the ED and psychiatric units are too busy to propose 
solutions or enact change.  This was a theme across all facility interviews.  ED personnel 
were particularly vocal about their workload, and the potential for burnout.   
Every patient that you saw in the emergency room is an admitted hold.  We have 
sixty hold patients in the emergency room [right now]. We don’t have sixty beds 
in the emergency room. We have to take care of those sixty hold – admitted hold 
patients and still see two hundred and seventy emergency room patients.  We’re 
one of the busiest emergency rooms in the State, and we’re by no means one of 
the biggest.  We get traumas from the tri-county area. But also the non-urgent 
stuff comes here because we are faster and cheaper than an urgent care or even 
people that have insurance that their doctor can’t see them for a hangnail. They 
come here. 
 In addition to the overwhelming volume of patients, which limits the time 
available to implement change, slight tension between the ED and psychiatric units may 
impede collaboration between the two groups and thus contribute to readmissions.  While 
tension between the ED and psychiatric units at Facility 4 was not a theme across all 
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interviews, it is worth noting.  Staff from the psychiatric unit are generally sympathetic to 
the tremendous strain the ED is under, however they do feel that the Baker Act is 
inappropriately used by attending ED physicians.  The psychiatric team feel they receive 
patients who are difficult, or who ED clinicians are afraid to remove from Baker Act 
holds for liability reasons.  One staff member states,  
Emergency room physicians in particular it’s a disposition for patients that they 
don’t know what to do with, or they’re hard to handle or too hot to handle. The 
facts of the matter are the statutes say that the patient has to have mental illness 
in order for a Baker Act to be written. But often times there’s no mental illness. 
Maybe if somebody has got a head injury. Maybe somebody has got dementia. 
And you know, they threw a pillow at staff… 
One ED employee highlights the lack of communication with the statement, “They tell 
me that I’m the only one that calls them [case management] from the emergency 
department.”  Despite these frustrations, it is not clear whether psychiatric staff have 
worked to engage with ED personnel and train them on appropriate treatment for patients 
with dementia, or the necessity (or lack thereof) for involuntary holds (i.e. “Baker Acts”).   
 Of most significance is what was left unsaid in interviews, while Facility 4 staff 
generally feel readmissions are a problem, they appear to feel other issues are more 
pressing.  Psychiatric and ED personnel feel their units are understaffed and ill-equipped 
to handle the volume of patients seeking care at the facility.    
 Construct Specific Conclusions:  Lack of resources is a key feature of this case 
study and results from both facilities indicate that this is a key contributor to high rates of 
readmission.  While the facilities themselves prioritize patient needs, frustrations around 
staffing levels and inadequate training persist at each site.  Each facility faces difficulty in 
recruiting and retaining talented staff.  The region is not an appealing place to work, with 
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trained providers opting to stay in larger urban areas.  This negatively impacts patient 
care at both facilities and key informants feel it leads to high rates of readmissions.  
There is no clear way in which to address this problem.  In addition, employees of the 
psychiatric units at both facilities feel ED staff are ill-equipped to treat patients with a 
behavioral illness, and that the Baker Act is used inappropriately.  Facility 3 has begun to 
address these concerns, but Facility 4 has not.  Both facilities identify improving training 
as a key way to improve care and possibly reduce readmissions.   
Hospital Leadership Engagement, Champions, and Opinion Leaders 
 Defined as the “commitment, involvement, and accountability of leaders and 
managers with the implementation of the innovation”, this construct is modified to assess 
current commitment and involvement of facility leaders to reduce readmissions.  It also 
serves to assess the presence of facility level “champions” and “opinion leaders” 
(subconstructs of other CFIR constructs) whose goal is to improve quality of care and 
influence other stakeholders to do the same, thereby indirectly reducing readmissions.  
 Key Findings: Facility 3 is characterized by strong medical, psychiatric and 
administrative leadership and the presence internal champions.  Behavioral health and 
emergency department leadership have developed a strong collaborative relationship and 
they are working to improve processes and communication between staff on their 
respective teams.  Facility 4 features strong departmental leadership.  However, their 
relationship with the emergency department at the main medical/surgical hospital is not 
exceptional.  Staff do not cite process or quality improvement initiatives in place between 
the departments.  Time and resources are extremely limited and process improvement 
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between the ED and psychiatric unit does not appear to be an institutional priority in the 
same manner as Facility 3.  Key informants feel that interdepartmental coordination is a 
risk factor for high rates of readmission although more research is needed to understand 
the true nature of this relationship.   
 A) Facility 3: Hospital leadership all cite the need for the facility to reduce 
psychiatric readmissions.  However, it is clear their main focus is on hospital 
administration, improving operations and workflow.  One high ranking individual also 
referred to patients with a behavioral illness as a “very dangerous population to be 
working with.”  While none of the remaining interviewees (leadership or otherwise) 
appear to share this sentiment, it does showcase a need for training at all levels to reduce 
stigma surrounding mental illness.  Overall, there appear to be few if any champions for 
behavioral health service provision at the among hospital administrative leadership.   
 Champions do exist at other levels of the facility.  The ED and psychiatric 
departments are led by dynamic, forward-thinking individuals, who have worked together 
over the past few years to improve their own communications, processes and patient 
advocacy.  One behavioral health leader states,  
There’s a lot of pressure from healthcare providers to get patients out as soon as 
possible. However, we take the time regardless, and you know, medications and 
psychiatry doesn’t work immediately unless you’re shooting somebody up for 
being agitated, and then they’re going to calm down and go to sleep if that’s 
what you consider treatment. But it takes time because these medications work 
through changing receptors in the brain, and they work through--you know, it 
takes time. So we try to take the time that’s necessary to get these patients 
treated. So they don’t come back to the hospital. 
This respondent has instructed other providers to do what is best for patients despite 
pressure from payers.  Furthermore, this individual has attempted to establish community 
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partnerships over the past several years, but to no avail.  These efforts will be discussed 
further in the section entitle Patient Needs and Resources in the Community.   
 One ED leader stresses the need to ensure psychiatrists feel comfortable lifting 
inappropriate Baker Act assignments citing the importance of collaboration and training.    
There’s also a role for collaboration of lifting Baker Acts, apart from just 
rounding but like there should be communication between us. There’s walls. I 
mean there’s a whole psyche intake nurse and the whole ARC, and there’s all 
these people between me and them. So if I want to talk to them, or they want to 
talk to me, we have to be deliberate. We have to like really – we have to actively 
open the door to each other, cultivate those relationships. 
At this juncture few if any interdepartmental trainings have been conducted, due to lack 
of time.   
 B) Facility 4: I was unable to speak with administrative or ED leaders at Facility 
4.  Behavioral health leadership and the entire psychiatric unit are advocates for patient 
treatment.  However, they are limited by an extreme dearth of area resources.  They are 
unable to establish community partnerships and feel their time is better spent working 
with hospital staff to destigmatize behavioral illness and raise awareness about 
appropriate use of the Baker Act.  One individual states, 
Dementia patients... We Baker Act them — an 85-year-old grandma was Baker 
Acted because she’s demented and doesn’t know what’s going on. And the 
doctors are doing this because they don’t – they’re scared and don’t know what 
to do. The proper thing to do in that situation is you admit them, get them 
placement through case management and go from there. Seventy-two hour hold 
on those types of people is going to do nothing because they don’t need 
psychiatric help. They need long-term help. 
The emergency department generally lacks internal champions for mentally ill patients.  
One nurse has taken an interest in improving treatment for individuals with a behavioral 
illness.  However, this individual lacks the authority to initiate real change.  Generally, 
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staff are locked into the way they operate due to the overwhelming pace of the ED.  
There is little time for training or making systematic, thoughtful improvements to care. 
 Construct Specific Conclusions: Psychiatric and ED leadership at Facility 3 
have made a concerted effort to improve processes and communication.  Key informants 
in leadership positions admit they need to work further with their respective employees to 
improve, but they have built a solid foundation on which to do so.  These individuals 
serve as internal champions for change and are key advocates for patients and their 
families.  Psychiatric leaders at Facility 4 also advocate for compassionate and 
appropriate treatment of patients with a behavioral illness.  However, it is unclear from 
interview findings if they have counterparts in the ED or main medical/surgical hospital 
on whom they can rely to promote new programs or initiatives for mentally ill patients.  
ED staff appear to be too busy to focus on process improvement and increased staff 
training on mental illness and psychiatric care.  Facility 4 may benefit from increased 
staff support in the ED but ED staff are challenged to develop more effective lines of 
communication with their counterparts in the psychiatric unit. Key informants feel this is 
an important pathway to reducing high rates of readmission.  
Patient Needs and Resources in the Hospital 
 Defined as “the extent to which patient needs in the hospital, and barriers and 
facilitators to meet those needs, are known and prioritized by each facility,” this construct 
assesses hospitals’ understanding of patient needs during an inpatient stay and of gaps in 
patient care and hospital resources.   
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 Key Findings: Staff at both facilities cite the presence of factors that both 
increase and decrease readmission risk.  Each facility faces similar challenges due to 
inadequate community resources and high rates of patient poverty.  Key informants at 
Facility 3 feel protective factors against high readmission rates include the presence of an 
intensive outpatient program, a strong case management team, on site medical care, and 
the presence of internal champions among psychiatric and ED leadership.  However, they 
cite risk factors which may contribute to high rates of readmission, including lack of 
psychiatric training for medical/surgical clinicians, inadequate staffing levels due to 
challenges recruiting clinicians to work in the region, and insufficient community 
partnerships.   
 Key informants at Facility 4 cite factors that protect against high rates of 
readmission including a reasonably well-resourced, free standing psychiatric facility, the 
presence of on-site outpatient services and a strong psychiatric leadership team.  Risk 
factors cited as possible contributors to high rates of readmission at Facility 4 include 
high rates of staff turnover, challenges faced in recruiting trained clinicians and support 
staff, poor training in psychiatric care particularly among ED staff, and insufficient 
community partnerships.   
 A) Facility 3: Staff at Facility 3 generally feel patient needs are adequately met 
during inpatient stays.  Throughout the day patients participate in standard inpatient 
activities such as group therapy, outdoor time, and meet regularly with clinical staff.  
According to one employee, “Our patients like (it here)… they don’t complain all that 
much.”  Clinical staff run a daily “treatment team” in which nursing, case management, 
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social workers, and clinicians discuss patient progress and plans for community 
discharge.  Staff cite case management as a strength of the facility.  Case managers work 
particularly hard to find resources for patients, particularly those who are low-income, “I 
think our case management department works very hard, and behavioral health does 
have their own case manager who is working to find the best resources that might be out 
there.” 
 Despite what appears to be reasonable levels of patient satisfaction with care, staff 
are quick to describe the need for more internal resources, which they feel would improve 
the quality of patient care and reduce readmission rates.  Group sessions are currently run 
by an MSW.  Unit leadership is trying to recruit an LCSW to run sessions, but lack of 
providers in the area has made this challenging.  Leadership further describes failed 
attempts to bring a regular AA meeting to the unit, and staff cite the burden of medical 
illness among patients as a contributor to readmission and barrier to effective treatment.   
A lot of--most patients I would say at least--not most, but--maybe. At least 50% if 
not more have some medical issue and taking some medications. So it’s not like, 
no, 90% are healthy and they have nothing else going on besides psychiatric. No, 
I would say at least 50%. If it’s hypertension or diabetes or some--hepatitis or 
some illness that you have to take into account or treat. Most of them have 
something. By most I mean over 50%. 
When asked about the presence of patient navigation or case management activities to 
assist patients with comorbid medical illness, staff are quick to state the merits of such 
programs but feel the cost of implementation is too high relative to anticipated returns.   
But the--it’s [Navigation] is so resource intensive particularly with this 
population, so we rely on social workers to, you know, help these people out 
when they leave the hospital, but the problem is though is when they leave the 
hospital they’re kind of on their own. You know, and so for us as a hospital and 
system wide it’s very expensive, and it’s a balancing act of like is it worth it for 
us to hire people to – is our readmission rate high enough to where we should 
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hire a bunch of people to be navigators, and for us it’s like we have to balance 
that financially, and it would be great to have a bunch of navigators, but 
unfortunately it’s--those resources are very expensive. 
 Facility 3’s ED staff cite needs specific to their department.  Personnel feel they 
do not have the capacity to safely treat psychiatric patients in their department.   
There’s really only three [psych safe ED] rooms. We might have eight psych 
patients. And very, very difficult for the resources that we have to safely take care 
of these patients.  
Staff see a need for more appropriate use of the Baker Act.  The ED is currently part of a 
division level pilot program looking to use Telepsych services provided by HCA’s ARC 
to “clear involuntary commitments (e.g. Baker Acts) in the ED.”  One clinician describes 
the optimal process by which staff can remove an unnecessary involuntary hold. 
Generally, what that looks like, certainly for me and I hope for everyone else in 
my group, is I call up my psyche intake nurse. I say hey (inaudible) this patient. I 
think maybe we (inaudible) Baker Act, or I’m not sure we should be Baker Acting 
them. I’m on the fence. See what you think. And when they’re done, they talk to 
their psychiatrist. And then we huddle. My nurse, me and my resident, the psyche 
intake nurse, we make a joint decision, yay or nay. Baker Act or not Baker Act. 
And that has readmission mitigation implications. So we have that. 
Given the current level of frustration with the Baker Act and what are described as 
inappropriately assigned involuntary holds, this pilot program is timely and has the 
potential to improve quality of care.   
 Psychiatric and ED staff also cite needs for their patients once they are transferred 
to the community, needs the hospital could potentially help to meet.  These are discussed 
further in the section entitled “Patient Needs and Resources in the Community”. 
 B) Facility 4: Staff at Facility 4 cite the onsite facilities in their freestanding 
psychiatric unit as a resource for patients.  Whether they serve to prevent readmissions 
remains to be seen, but leadership is proud of the services they offer patients.   
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This is not just a behavioral health building. It’s a rehab. So we have OT, PT, 
speech. We have those resources onsite. [Med/surg] nurses will come over upon 
request. At times we don’t see the nurse, but we put in the consult. …Each patient 
is seen by a medical doctor, so they receive a medical HNP within the first 
twenty-four hours. We do have medical doctors who follow the patients who have 
those comorbidities, but again it would be based on what the psychiatrist asks for 
or what the medical doctor sees he or she needs to do to follow-up medically… 
We have a nice complex. We have treatment areas. We have a gymnasium.   We 
have a pool. We have--we have things that a medical hospital [does not].  [At 
discharge] we provide transportation from the hospital to wherever they want to 
go, and it could be really anywhere. 
Staff also feel the IOP is a resource for patients as it was developed as a tool to reduce 
readmissions.  This program will be discussed further in “Patient Needs and Resources in 
the Community” as it serves patients living in the community post discharge.   
 Like Facility 3, staff at Facility 4 are also quick to cite staffing deficiencies and a 
lack of outpatient services as the main contributors to readmissions.  Patient volume is 
high in the psychiatric unit and the ED, and interviewees feel the lack of facility staff, 
lack of community services, and the hospital’s status as a primary care provider for local 
residents, contributes to early readmission.  One employee states,  
The case managers and discharge planners on the unit spend all their time 
searching for resources. They’re not available to sit with the patients as often as 
we would like and frequently coming up with pretty shaky discharge plans 
frankly, you know?   
The facility appears not to have enough staff to adequately search for community 
resources and also spend dedicated time with admitted patients.  Other employees note 
patient poverty as a key driver of readmissions, despite the best efforts of hospital staff.   
Social workers and all of us together will start to implement discharge planning, 
try to get all the resources together for patients that do not have insurance. They 
have no way to pay. We are able to give them three weeks’ worth of meds for 
free… When we have that recidivist patient who comes back two, three, 
sometimes four times, it is highly likely at that point that they failed so many of 
the community… They probably needed to be high level of care for a longer-term 
hospitalization which typically we cannot provide. 
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Many of the Florida state hospitals have closed, and those that remain are overburdened 
and under-funded.  Thus, it falls to local community hospitals, like Facility 4, to provide 
care for patients who may be candidates for long-term institutionalization.   
 Psychiatric staff also cite the need to improve ED staffing levels.  According to 
one employee, “the ED has slim to none with case management.”  This individual 
expressed frustration at a perceived lack of communication with ED case managers. 
Pushback – there’s a lot of pushback.  No, we have a dedicated case management 
person for the emergency department.  But I’ve only met her twice.  And I’ve 
called probably fifty or sixty times. 
ED staff confirm case management is underutilized by staff.  “Here they tell me that I’m 
the only one that calls them [case management] from the emergency department.”  While 
the impact of psychiatric case management in the ED at Facility 4 is unknown (I was 
unable to contact case managers for an interview), it is apparent that communication 
could be improved.  A disconnect is occurring at some level, although it is unclear where. 
 Finally, ED staff express frustration with the ARC.  Like Facility 3, Facility 4 also 
participates in the HCA pilot to remove patients from inappropriate Baker Act 
assignments.  While this program was reasonably well received at Facility 3, its rollout 
has been less smooth at Facility 4.  Staff express frustration at the length of time it takes 
for patients on involuntary holds to speak with a psychiatrist.   
What used to happen was once the patient was a Baker Act we would call over to 
the [psychiatric unit] which is the inpatient [psychiatric] portion for Facility 4. 
We would have a behavioral health nurse who is specifically trained in that area 
come over, and usually this is done within thirty minutes of the patient being 
here, and they would sit down and talk to the patient, you know, why are you 
having suicidal ideations or just– what’s going on? Why are you feeling 
depressed? And I felt like the process – it was more – the transition was easier. 
So now what we do is, we actually go through a transfer center which we have to 
wait for someone from that facility to do a video conference with the patient on a 
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tele site, yeah. And that can take honestly a few hours because we’ll have to fax 
all our paperwork, Baker Act forms, med clearance – we’ll have to fax all of that 
to the transfer center and have them look it over, and then they’ll call us back. So 
that honestly on average can take three, sometimes four hours, you know, for all 
the paperwork to be faxed and for them to call back and do the tele site with the 
patient. And that just delays how long the patient is here where before when they 
came over they just spoke to them face to face. It cut back on how long the 
patient is here. 
While it remains to be seen how this new triage process impacts readmissions, any delay 
in an already overwhelmed ED can lead to increased staff and patient stress.  If beds are 
occupied, wait times are extended, and staff are further stretched trying to accommodate 
patient needs.   
 Construct Specific Conclusions: Staff at each facility clearly prioritize patient 
treatment and care.  All interviewees find value in their work and are passionate about 
patient care.  Both facilities are limited by available resources, and staffing deficiencies 
are a key limitation cited by employees at each facility which may contribute to high 
rates of readmission.  There is no easy solution to this issue as the local community is not 
attractive to trained medical professionals, making recruitment more challenging, which 
key informants feel exacerbates high rates of patient readmission.  
Outer Setting 
HCA Leadership Engagement 
 This construct is modified from its original position in the “inner setting” 
assessment of Facilities 3 and 4, and it is instead included in the “outer setting domain” 
as HCA corporate leadership is largely removed from the daily activities of each facility.  
This construct is designed to document and assess commitment, involvement, and 
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accountability of HCA corporate leaders and managers in the operations of Facilities 3 
and 4.   
 Key Findings: Both facilities have positive relationships with the HCA corporate 
entity.  Facility leadership actively participate in data collection for corporate dashboards 
and both hospitals have implemented the standard package of system wide initiatives 
designed to reduce readmissions.  HCA corporate staff meet regularly with each facility 
and cite similar levels of engagement at each hospital.   
 A) Facility 3: Employees at Facility 3 generally feel they have a positive 
relationship with HCA’s corporate entity.  The cite regular meetings with the Assistant 
Vice President for Behavioral Health and the technical assistance this individual provides 
for unit staff and programs.   
So, a lot of support from the division for [our division lead] and then like you 
mentioned the people coming from the corporate office. We have somebody from 
nursing who comes down twice a year from the corporate office to look at our 
programs from soup to nuts, everything from a risk assessment to PI data, likely 
admissions and length of stay, so we get a tremendous amount of support. We get 
weekly emails. There’s probably a monthly conference call. So, a lot of support. 
Several employees also expressed surprise at a perceived lack of corporate focus on 
patient readmissions.  One individual states,  
I have been kind of surprised that there hasn’t been a larger push from the 
corporate level down with a focus on readmissions, particularly in our division 
which we’re fifteen hospitals in South Florida because it’s not just us. Pretty 
much every hospital in our division struggles with readmissions. 
Other individuals feel that due to regional struggles with readmissions, facilities could 
benefit from a more structured corporate program focused on reducing repeat admissions.   
But this isn’t an area that, you know, I know in our hospital we’re not the 
experts. And so, I think it would help that this was an HCA initiative because we 
do a lot of great things in HCA that come from the corporate, but then they get 
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feedback like this from the hospitals in the field, and then they kind of put a joint 
program together that would be beneficial. One example is what they’ve done 
with sepsis. And fantastic job of helping us through training, through 
documentation, through web access, through dashboards, and so I do think that 
this is something that we need some assistance. We haven’t been able to tackle 
this ourselves. 
 However, this sentiment may not be shared by other staff.  Some express 
frustration at the competing demands of patient care and corporate reporting, and may 
push back against any additional requests placed on the facility.   
But then the behavioral health staff has all of these things they need to meet from 
behavioral health services in corporate. So, we constantly get emails and 
messages, oh like today we’ve got to do this. And this is literally like today. By 
tomorrow end of day, I need this information. And it’s not like a one-off thing. It 
happens all day every day, and if you speak to like at our director’s meetings like 
this is what people scream about all the time. They’re like I can’t every get any 
work done because, you know, between having the pressures of an emergency 
unit, staff that’s never well-trained enough or there’s not enough time to stay on 
top of that, safety issues, patient issues, things going on in the hospital  you 
know, it’s like a constant rollercoaster of do this; do this; do this. 
Others express a desire for more programmatic autonomy, “One thing about HCA, they 
like to standardize things across the board. You can kind of create our own things, but 
not too far because there is a lot of standardization.”  While still others feel new 
initiatives would be more effective if they involved community partners. 
You know, I think that it should be a partnership with the community. I think that 
we have to identify nonprofits and county based, city based programs and 
develop a partnership to decide how those things can be funded and what‑‑you 
know, what would be best, but I don’t think it would help all that much for the 
hospital to take it on and create a program because even if it were housing say, 
you know, it’s going to be limited, and you know, say we created like a temporary 
housing program, and we decided okay, well they can live here for fifteen days or 
thirty days. Then we’re just going to have rapid readmissions to those programs. 
Some respondents expressed a need for further support from HCA headquarters to assist 
in some capacity with reducing readmissions.  HCA would be challenged to do so in the 
least burdensome manner possible to promote autonomy and minimize employee strain. 
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 B) Facility 4: Employees at Facility 4 are also generally pleased with the level of 
support they receive from corporate headquarters.  They cite the behavioral health 
dashboard, implementation of post-discharge follow-up calls to patients, and the ARC as 
their main forms of communication with corporate leadership.  However, facility 
employees are far more focused on lack of area resources, and their attempts to provide 
high quality patient care in an environment they feel works against them.  It is unclear if 
they would like additional involvement from corporate headquarters as they work to 
improve readmission rates.  Their day-to-day struggles appear to be of more concern.   
 Construct Specific Conclusions: While relations between both facilities and 
HCA corporate are generally positive, it is possible that both hospitals could benefit from 
increased corporate involvement to reduce high rates of readmissions.  Some employees 
at Facility 3 state that they could use help finding new and innovative ways to reduce 
psychiatric readmissions.  Others are more apprehensive, but not averse to additional 
directives from corporate with regard to reducing readmissions.  Hospital autonomy is 
important to Facility 3 employees, and this will need to be taken into account when 
implementing new initiatives, whether at Facility 3 or system-wide.  As in other 
constructs, Facility 4 employees are so inundated with their overwhelming workload they 
seem to have a hard time reflecting on how to improve processes, whether using their 
internal team, or via corporate involvement.  They would perhaps benefit more than 
Facility 3 from increased corporate involvement in the form of a set of programs the 
facility could implement to lower high rates of readmission.  They do not express the 
same concerns regarding hospital autonomy as Facility 3 and may be more grateful for 
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the assistance.  An initial dialogue between corporate and facility leadership would be an 
important first step in determining how such a top down approach would be received. 
External Policies & Incentives 
 This construct is used to asses local and national policies and regulations which 
impact patient care in hospital and the community and the effect they have on 
readmissions.   
 Key Findings: Key informants at Facilities 3 and 4 cite considerable frustration at 
state and national policies and regulations which may contribute to high rates of 
readmission.  Interviews do not identify any factors in the local policy environment 
which protect against readmission at either facility.  Like Texas, Florida is a non-
expansion state, and medical and psychiatric services are underfunded.  Risk factors cited 
by key informants as key contributors to high rates of readmission include: rigid and 
uninformed insurance policies, low rates of reimbursement for care, high rates of un- and 
underinsured patients, misuse of involuntary (Baker Act) holds, and a poorly trained 
police force.  The same risk factors for readmission were identified by key informants at 
Facility 4.  Results from this facility also indicate that a lack of downstream services 
provided by local mental health courts contributes to high rates of readmission.   
 Clinicians at each hospital express considerable frustration at utilization of the 
Baker Act in their facilities.  Staff at each hospital feel law enforcement do not want to 
dedicate resources to place mentally ill individuals in jail and instead bring them to the 
hospital.  Many share the sentiment that lifting inappropriate Baker Act holds is a 
necessity but feel attending physicians are too concerned about liability to do so and 
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instead patients take up space and clinician time in the ED.  As with the rest of the state, 
involuntary patient holds in the county increase annually.  From 2007-2017 involuntary 
examinations in County A increased 47.15%.(212)  Speaking to the position of both 
facilities in the county, a majority of county residents had their involuntary examinations 
at Facility 3 (28.23%), and Facility 4 (21.75%), and Community Organization C 
(41.17%).(212)  Community Organization C is the sole provider of indigent behavioral 
health services in the area.  The following provides details about use of the Baker Act at 
both hospitals, but also judicial system and insurance company policies.   
 A) Facility 3: Stressors over policies enforced by insurance companies, low rates 
of reimbursement for Medicaid/Medicare patients and high treatment rates of un- and 
underinsured patients in the local area are the key policy-related stressors discussed by 
Facility 3 staff.  However, frustration over misuse of the Baker Act and clinical 
discomfort at lifting involuntary holds are by far the biggest concerns.  Staff acknowledge 
a majority of involuntary holds are warranted, however those which are not stand out.  
I would say 85% of Baker Acts are pretty valid. And they really should be in the 
hospital. Maybe about 10% or 15% are pretty much bogus and is a complete 
waste of time for the patient and for the hospital. 
When asked what factors play into inappropriate Baker Act assignments the same 
employee went on to say,  
I think the police are—their education process doesn’t—sometimes leaves some 
holes around the exclusions for autism, dementia and substance abuse. So, I’m 
sympathetic to their position. Their position is we’ve got to do something for this 
person. And due to lack of sort of resources or other options, they erroneously 
think that bringing them to the ED is a solution of any kind. So, they will Baker 
Act people who shouldn’t be Baker Acted and bring them in. 
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Other clinicians cite complications that arise from assigning a Baker Act hold to 
substance abusing patients.   
Well it’s a very high-risk population. Because of the nature of their illness, the 
fact that they also may be abusing prescription drugs, street drugs or all of the 
above--they’re unpredictable. Occasionally they’re violent. It also creates some 
dynamics in our ER in that police departments rather than arrest somebody--they 
may bring us somebody that’s intoxicated on drugs or alcohol or both, and Baker 
Act them so even though there’s a separate category for being incompetent due 
to substance abuse--it’s called Marchman Act here in Florida. Often-times law 
enforcement will use Baker Act just to dump them to us. 
Other clinicians cite frustration at conflation of the Baker act and Marchman Act, which 
pertains to individuals with substance abuse.   
I think that we struggle with the Marchman Act. And that’s more the alcohol and 
drug, and those have some real nuances that they don’t stand up like the Baker 
Act does… This whole opioid crisis has definitely complicated everything and 
has exacerbated and has increased the numbers, so that if you look at the 
patients in ICU that Baker Acted, over 50% of them are overdoses, and so that is 
the number one contributing factor to this whole care episode and the Baker Act 
that we’re looking at, and so we’ve got to get better at all of that too, and there’s 
a lot of things that we need to be doing upstream. 
Facility staff feel they have taken the first steps at lifting inappropriate Baker Act holds 
and see the current situation as an opportunity to learn and grow.  “We need a better 
process and a comfort level of how to discharge the Baker Act, and so I think we have 
opportunity‑‑we’ve gotten better.”  As stated, Facility 3 is part of a pilot program in the 
region using the ARC to lift Baker Act holds on patients in the ED.  And simply 
acknowledging there are issues with the current system is a positive step.  However, by 
their own admission, Facility 3 must reduce clinician unease at lifting Baker Act holds.   
 The facility also cites reimbursement policies for indigent treatment as a 
considerable stressor.  Community Organization C (the sole provider of indigent care in 
the region) does get reimbursed for providing care to indigent individuals; however, its 
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treatment center is almost always full and patients are must seek treatment at the hospital.  
Facility 3 has no other choice but to treat indigent patients at a financial loss because 
providing care is simply the right thing to do. 
We have like a very high self-pay rate, and we’re not reimbursed for those. But 
we do help these people out because they need help.  The facility that does get 
government money to help them is either full or not able to take them quickly 
enough.  Part of it is the payer dynamics down here both--mainly a managed 
care perspective because a lot of physicians and hospitals rely on commercial or 
managed care payers to help offset some of the Medicaid and Medicare. And we 
just don’t get paid as well for that down here, so it’s tougher to recruit 
physicians down here because they can potentially make more money going 
elsewhere. 
Another issue causing frustration is inadequate insurance coverage for individuals with a 
behavioral illness.  
One of the things that gets me is that we have patients on our unit, and I’m sure 
this happens at other facilities too – who are really still sick enough they need to 
be here. They were Baker Acted because they were having some acute event. 
Their insurance companies will say you’re no longer homicidal or suicidal. 
Therefore we’re not going to cover your stay any further. And so the patient is 
not necessarily at a point in their recovery where they’re ready to reenter the 
community. They’re not necessarily stabilized on their medications. And yet, you 
know, we’re faced with that information that we have to share, you know, with 
the treatment team. The insurance is not covering any longer. So you know, then 
we’re all under a goal of reducing not only readmissions but denials on the 
insurance company side and reducing those write-offs as well. 
Between pressure from local insurance companies, restrictive state mandates regarding 
reimbursement for low-income care, and inappropriate use of the Baker Act by local law 
enforcement, Facility 3 employees feel they have essentially been set up to fail. 
 B) Facility 4: Facility 4 employees express similar levels of frustration with the 
Baker Act, local courts, insurance and state policies surrounding care provision to 
individuals with a serious mental illness.  When asked about inappropriate use of the 
Baker Act, one employee simply states, 
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[The Baker Act] is used inappropriately.  Doctors use it to cover their ass so they 
don’t get in trouble because they’re--God forbid if they don’t Baker Act 
somebody and you go out and do something they’re worried it’s going to come 
back on them. 
The Baker Act has essentially forced the facility into the business of law enforcement.   
I want to mention too the whole Baker Act thing in terms of policy because in 
Florida especially we have a sort of--they all wind up in jail anyways.  The Baker 
Act is kind of a--has the feeling of the criminal justice system rather than the 
healthcare system.  And so we wind up it being in the jail business.  And we don't 
want to be in the jail business.  We're healthcare providers.  So-- I think that 
keeping somebody in jail is more expensive than treating them. 
 In addition to frustration with law enforcement at misuse of the Baker Act, facility 
employees also feel mental health courts need to improve processes and better support 
individuals in their care to keep them from returning to the hospital. 
Patients can violate the court order with no repercussions, and I have a feeling 
that these are the people too that keep coming back to us because they just start 
floating around out there again.  Yeah, same thing like, we do have patients who 
are involved with mental health court, and the patient has been homeless for 
quite some time.  They have case management.  They have other sources.  [But 
when a patient violates a court order] the court system dumps them here [rather 
than applying any kind of penalty], and they're here-- And they'll re-Baker Act 
the patient versus giving the patient the opportunity to stay in an area where they 
would be--the criminal offense would be addressed as well as the mental health 
issue.  So what happens is if they have a mental health issue they drop the 
criminal offense, or the patient is released on his or her own recognizance.  And 
they come back to our door within twenty-four, forty-eight hours.  Because they 
have no place to go.  It's a revolving door.  So that's another reason why I think 
the collaboration, you know, with the legal system and the court system is 
imperative, but--and we do sit with those folks at our quarterly meetings, our 
quarter mental health meetings, and everybody in the community is invited so 
that we can basically understand each other's challenges.  Unfortunately, there's 
not a lot of teeth, so the patient is the one who pretty much suffers and just kind 
of stays on this revolving door--  
 As with Facility 3, staff at Facility 4 also feel that funding for behavioral health is 
overlooked by the state legislature.  They acknowledge that funds allocated by the state 
are not enough and are not directed to the appropriate programs. 
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Funding should be appropriate.  Okay?  And funding should be where it is 
needed.  And the money should follow the patient.  Okay that's my final--I won't 
say that again.  But money should follow the patient so the patient can get the 
services they need.  Money is allocated, but it is not coming where it's needed.   
 Considerable barriers to receiving clinically appropriate treatment even exist 
among commercially insured patients.  Facility 4 has seen a correlation with increased 
length of stay and reduced readmission.  Staff have begun to push for longer lengths of 
stay where appropriate, although feel that they are at the mercy of insurance policies. 
Length of stay has gone up. Our average length of stay is about seven days. We 
believe that if we can increase that length of stay we can decrease recidivism. We 
have seen correlations in that. Of course, the challenge we always face is the 
insurance because the patients get stuck with a bill. Once the insurance company 
says no more, then the insurance becomes the responsible party. So it’s a pretty 
fine balancing act so that we can clinically stabilize.  
Another employee states,  
And in fact [for patients with commercial insurance] it's more trouble than it's 
worth to get two days of authorization, and I have to make twenty phone calls to 
get it.  And then I get cut off a few days after that, and then the patient is upset.   
Furthermore, local insurance companies limit coverage by primary diagnosis.   
Optum and New Directions are pushing back on that diagnosis. They’re saying 
that they--I mean for Optum they’re saying they’re not going to pay for it if it’s 
the primary diagnosis. And they’re--Optum won’t even take a review. If you go to 
give the review with that, they’re like, I can’t take the review from you. I have to 
go back to the doctor and get another diagnosis. 
Moving forward, staff cite the need to elevate their discussions and patient advocacy to 
the contract level, because they realize fighting individual authorizations is not a good 
use of staff time and it ultimately ineffective. 
We are trying to elevate the discussion to the level of contracts about the 
insurance. And because we really need contracts onboard to help us pushback. 
All the clinicians need to push back, and I think we all spend a lot of time talking 
to insurance, giving them grief. 
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 Finally, staff also cite considerable difficulty in obtaining authorizations from 
insurance companies for IOP treatment.  Frequently, commercial insurance covers very 
few sessions regardless of patient acuity, which can lead to relapse and readmission.   
We've had a lot of trouble in the IOP of basically getting authorization for an 
IOP patient, and then of getting cut off after a few days of IOP treatment.  The 
IOP is designed to be a six- to ten-week program.  We've been given 
authorizations for two or three days at a time rather than an initial offer saying 
ten days which would be respectable or fifteen.  I am looking to keep people 
maybe for say thirty IOP visits.  I'm getting a maximum of ten.  And then it's 
sayonara.  I get cut off by insurance.  Or I've had denials right out of the box.  
Somebody stepping down from inpatient getting denied after a recent suicide 
attempt.  Okay?  Just know they can go to outpatient treatment in ongoing--that 
makes no clinical sense to me.  But the insurance companies have been very 
aggressive about just getting anybody any authorizations.   
Between lack of funds, insurance policies, misuse of the Baker Act, and lack of 
downstream services provided by local mental health courts staff at Facility 4 feel their 
hospital and others in the local area have been left on their own to manage patients.  
Local policies seem to work against providers.  Treating patients is an uphill battle.   
 Construct Specific Conclusions:  Neither facility cites policies in the region 
designed to reduce high rates of readmission.  It does not appear that local legislators 
have the desire to make improvements to the current situation.  The document review 
indicates that behavioral health legislation is outdated and misused, funding is minimal, 
and it appears as though the state recycles success metrics for each budget cycle.  
Respondents indicate that each facility has been left on its own to care for patients.  In a 
resource poor environment, it is inevitable that patients will return to the hospital time 
and again for treatment due to lack of any other option in the local community.  While 
leaders at Facility 3 have excellent ideas on how to improve the local community, they do 
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not have the resources to do so.  Nor is it necessarily the role of a hospital to engage in 
political advocacy at the level necessary to bring about real change in the region.     
Patient Needs and Resources in the Community 
 This construct assesses “the extent to which the needs of patients, as well as 
barriers and facilitators to meet those needs,” are accurately known and prioritized by 
both facilities and the community.  Findings from each facility are triangulated with those 
of community providers to understand how the local environment impacts patient 
readmissions.   
 Key Findings: Neither key informants from Facility 3 nor those from Facility 4 
feel that patient needs are well met or even prioritized in the local community.  Factors 
cited which potentially decrease readmissions are identical for each facility and include: 
the presence of an IOP at each facility, and the presence of Community Organization C, 
the sole provider of low-income and indigent mental health care in the area.  Risk factors 
cited during interviews which may contribute to high rates of readmission include lack of 
primary care and behavioral health practitioners in the local community, long wait times 
for appointments at Community Organization C, insufficient temporary and low-income 
housing, poorly trained law enforcement, high rates of area poverty, and poor support 
from policy makers and advocacy groups.  Furthermore, there appears to be tension 
between both Facilities and Community Organization C, although more research is 
needed to understand its source.   
 Community resources are scarce in the area surrounding Facilities 3 and 4, 
regardless of a patient’s insurance status. Personnel at both hospitals say it is very hard to 
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recruit clinicians to work in the area.  The region is a 1-hour from the closest city, local 
public schools do not perform well, and clinicians can make considerably more money 
and have a better quality of life in larger cities.  Only one community organization in the 
region provides treatment for low-income and indigent individuals, Community 
Organization C, and Facilities 3 and 4 both work closely with this group.  Their role is 
described further here as it applies equally to both facilities.   
 Funded via grants, state and local dollars, Community Organization C provides 
Care Coordination, Case Management, and manages the local Florida Assistive 
Community Treatment (FACT) team.  They also have a mobile crisis unit equipped to 
travel through the region and engage with individuals in the midst of a psychiatric event.  
What asked what services Community Organization C provides at area hospitals, the 
interviewee responded,  
We have a mobile crisis response team (MCRT), that is allowed to enter non-
HCA hospitals in the area and after assessment, work with the team there to 
decide if a Baker Act or referral to the Community Organization C crisis unit is 
necessary. Currently this is not allowed through Facilities 3 or 4.  There is a 
policy that mobile crisis workers would need to have a contract to go into the 
hospital and pay a fee for the service. This is a state funded program currently 
that does not have the ability to process all of our workers to comply… Adding 
MCRT [at Facilities 3 and 4] at the beginning of deciding a Baker Act may deter 
the admission and reestablish links back to other less restrictive levels of care. 
Oftentimes, staff from NHTC may know the individual and their typical 
resources.   
When asked to explain why this program is not already in place at either facility this 
individual states, “We are able to go into other non-HCA hospitals and have a nice 
response to care,” indicating tension exists between both facilities and their organization, 
although the source of this tension is unclear.    
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 Community Organization C states they are receptive to feedback about their 
processes and are open to suggestions for improvement. However, they do not have a 
formal method for doing so.   
We receive referrals from the emergency rooms, walk ins, Law Enforcement, 
Courts, schools and through other outpatient providers in the community. We are 
receptive to feedback. To date, we have never really had any formal method of 
[soliciting feedback]. The hospital sends us individuals either voluntary or 
involuntary with medical clearance forms. There is little other consultations 
involved. If we have a shared individual, on a case by case basis, we may consult 
with [leadership at Facility 3]. But it is rare and there is no formal conduit for 
this process.  
The relationship between Community Organization C and Facilities 3 and 4 does not 
appear to be strong.  Further exploration is needed determine why. 
 This analysis focuses almost exclusively on the role Community Organization C 
plays in readmission rates at both hospitals since staff at each facility state that this is the 
main organization to which they send patients needing services beyond the scope of the 
hospital.  However, despite repeated requests to conduct in-person interviews with 
various employees at Community Organization C, only one individual in a leadership 
position at the organization agreed to participate in this study.  This individual would 
only communicate via email.  While this may limit construct results, it also speaks to a 
lack of collaborative activities in the region, and reinforces statements made by facility 
employees that they are essentially on their own. 
 A) Facility 3: Facility employees cite a general lack of available community 
resources in the area for post-discharge support particularly for low-income and indigent 
patients, but also for insured patients. When asked to describe what resources exist at the 
local level for patients discharged to the community, one employee states,  
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So of course, there's Community Organization C which is a community mental 
health center.  There's also Community Organization D and Community 
Organization E.  Those are all nonprofit services, you know, that basically 
provide the same thing.  They don't have the entire scope of a community mental 
health center.  But they provide services to--for sliding scale for patients.  And 
they also, you know, accept Medicaid, a lot of those.  You know, but they're all 
about in the same position where there is months and months of a wait list to get 
in. 
When asked how frequently patients obtain outpatient follow-up care within 7-days from 
inpatient discharge (a state mandated requirement), staff state it almost never happens.  
The standard wait time for a first appointment is two months, regardless of insurance 
status.  One employee describes the process for obtaining treatment. 
There’s a list of places. You can call them, and they’ll put you on a waiting list. 
And it’s usually two, four, six weeks, and it never works out. I mean once in a 
blue moon it does. But mostly patients that have a drug problem unless--I mean 
they want treatment now. They don’t want--they got a drug problem. If they 
didn’t have a drug problem and they could stay sober, then they wouldn’t need 
treatment to begin with. You can’t tell these patients that need treatment now… 
you have to wait another six weeks to get into treatment. That’s not going to 
work. They’re going to relapse. 
Another employee describes a phenomenon which has developed in response to lack of 
local pharmacies.   
The biggest factor for readmission is the patient is not able to get their 
medication somehow. So they come back. And it’s not just pain medication. It can 
be any medication. Uninsured patients that don’t have money to buy their 
prescriptions or patients that have gone out and relapsed. You know, substance 
abuse has been a huge factor. They don’t want to detox on their own. They’re 
afraid. So they say they’re suicidal, and come in. 
Another employee sums up the entire situation, “It always really comes down to housing 
and finances and/or transportation, those things which we’ve really not made any action 
plan to address those.”  Nor is it necessarily within the scope of Facility 3’s business 
strategy to do so. Ideally these services would be provided by community organizations 
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such as Community Organization C.  To that end, leadership has tried to establish a better 
relationship and improved processes with Community Organization C, but to no avail.   
One of the things that I've been trying to do with Community Organization C for 
a couple of years, but I've not been successful--we used to do this at the 
community mental health center [when I worked for another hospital].  They 
would have a standard appointment for outpatients, say like every Thursday at 
10:00 a.m.  So anybody discharged that week [would go to the health 
center]--they would have a group intake so you could just show up at 10:00 on 
Thursday if you were one of our patients that got discharged, and that could be 
considered the seven-day post, so it happened every week.  Say we discharged 
ten people that was supposed to go there that week, maybe five would show up.  
You know, whatever, but it's available.  They would get them into the system right 
away.  They may not see a doctor that day, but if it was an emergency, they 
would see a doctor.  But they would have their intake done.  And they would 
check to know that we gave them thirty days--a script for thirty days of meds.  
They would get them acclimated to the system, and they'd be in their system, so 
now--so they--it worked really, really well.  So I've been trying to set that up with 
Community Organization C here going on three years now, and I haven't had 
any--they haven't received that well.  I don't know why, but I haven't been able to 
convince them to do that yet, so I'm still planning to keep at that.   
 Given the lack of success with Community Organization C, and to address the 
significant gaps in service provision in the local community, Facility 3 started its own 
IOP in January 2018.  Run by a Licensed Clinical Social Worker, the IOP holds two daily 
sessions (one for substance abuse the other for general psychiatric) for patients in need of 
more intensive outpatient care post discharge.  At the time this interview was conducted, 
the IOP had been running for four months.  When asked how many patients were 
currently enrolled in the program, staff responded,  
Currently we are at zero.  We have had a total of five patients, two of which have 
successfully completed, two of which--was it five?  Four, I'm sorry, it was four.  
And two of which stopped coming.  One we think may have gone inpatient, but 
we don't have any real clue.   
Facility 3 has hired a marketing company to promote the newly established IOP and 
increase utilization.  However, they continue to struggle to find clients  
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Right now, we started doing marketing.  We now have a marketer who has been 
going out there kind of pounding the beat and meeting with the AP programs and 
such.  A lot of the patients that we found that found us actually called the unit, 
and [the unit says] said well we have an intensive outpatient program.  Let me 
give you the number.  And so we'll field a lot of phone calls.  We do a lot of 
verification of benefits, and then when we explain the whole process [the patient] 
like oh no I just really wanted an outpatient doctor.  So we get a lot of that.  
We've had--in March we had eighteen requests for services, eight of which really 
just wanted psychiatric services, outpatient.   
The IOP is for group appointments.  While staff are aware of the need to increase 
individualized outpatient CBT, few practices in the community provide this service, and 
the facility does not have the capacity to provide this service themselves.    
Yeah, it’s really deficient. We’re not in that space currently. We have discussed 
as we recruit our third psychiatrist--we think there would be some time available 
to do outpatient psych which would have some benefits, you know, med 
management, timely med management done on an outpatient basis could possibly 
avoid some readmissions, and then from the business standpoint it would also 
serve to improve our payer mix. 
Several employees expressed a desire for the facility to have its own outpatient clinic to 
provide CBT and medication management for local residents.  They also cite the lack of 
pharmaceutical services in the area, and feel the hospital and patients would benefit from 
the presence of an on-site dispensing pharmacy which community members could use. 
Currently the facility can provide low-cost medications to inpatient individuals but not to 
area residents who simply need prescriptions refilled in the community.  Without a 
considerable influx of funding, either public or private, there appears to be little the 
facility can do to improve outpatient and community services.  
 B) Facility 4: Due to high rates of poverty in the area, the situation at Facility 4 is 
even more dire.  One clinician states,  
Nobody has any insurance.  Nobody has any housing.  There are no – I'm sure 
you're aware that back in the old days we had state psychiatric hospitals.  Those 
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all got closed down.  The idea was to go to community care for all these folks.  
And especially in this area, there are no services.   
Simply driving through the area around the facility, it is apparent this community 
struggles financially.  One staff member referred to the region as “the hood”.  There was 
not a single individual outdoors, the only public amenities appeared to be gas stations and 
fast food restaurants.  The area’s medical facilities seem to all be located close to Facility 
4.  Within one mile of the facility is a dental practice, a gynecology practice, a urology 
practice, and an old age home.  All appear to be in need of repair.  Furthermore, they 
provide little support for facility patients as they only accept commercial insurance.  
When asked about the presence of low-income housing or shelters available to patients, 
one employee states,  
There is not even a safe shelter, like an overnight shelter, never mind therapeutic 
housing or getting any sort of medical services into any kind of safe housing, any 
group homes, to speak of, especially ones that you would want to refer anybody 
to.  Okay, we are frequently forced to discharge into situations that we know are 
not safe or not supportive, and so people with multiple needs are just not going to 
stay stable under those conditions.   
When asked about services provided by Community Organization C, staff cite a complete 
service center equipped to provide quality outpatient care to area patients.    
They have the MAPP program for several patients that don't have funding for 
medications.  They have--I think it's MAPP, but it's a medication program where 
they can get them, you know, hooked up on getting sliding scale meds.  They also 
have the long-lasting injection clinic there.  Outpatient clinics for follow-up with 
psychiatrists and therapists.  They also have a twenty-eight day drug program 
there.  It's almost impossible to get in there, but they do have one.  They do have 
SRT which is Short-term Residential Treatment… And then they also have a 
transitional group home where they bring the people when they come back from 
State, they go to the transitional group home.  And that transitional group home 
is only for that population.   
However, they also cite major issues with the organization’s capacity to treat patients.  
The demand in the local area appears to be too great for Community Organization C to 
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handle on its own.   
In terms of Community Organization C, I mean obviously they have a whole 
wraparound service.  However, they have limited resources, and they have 
limited numbers of beds and limited number of spots.  So yes, they have those 
resources, and they have those different levels of care, but there are limitations 
within each one of those things that prevent or delay patients from being able to 
be seen in a timely manner--or at all for that matter because if it takes too long 
then the patient just doesn't go, and then we get the patient back again.  So that 
delay in that seven--that post seven-day appointment or that delay in seeing a 
psychiatrist or getting medication even or going for their injection is just going 
to contribute to the patient's decompensation. 
 As with the rest of the country, state psychiatric hospitals in Florida are sparse, 
underfunded and feature long waiting lists for patients trying to gain access.    
State facilities have closed down. There are still a few left, but they have a long 
waiting list. It takes months and months and months and months and more 
months to get the patients into that State-placed bed. If the patient has the 
comorbidities where the medical condition requires medical oversight, that’s 
even a bigger challenge to get the patient into the State facility. 
In the meantime, patients on waiting lists for such facilities repeatedly return to Facility 4 
for treatment and medication management due to lack of almost any other option, thus 
boosting readmission rates.   
 Like Facility 3, Facility 4 also has an IOP to fill a gap in the local market and 
prevent readmissions.  This program is more robust than the one at Facility 3.  Standard 
length of the IOP is 4-6 weeks, although it varies depending on patient needs.  Patients 
attend three groups per day, three days per week. Group, individual and family therapy 
sessions are provided to patients, as is medication management.  However, staff still cite 
the need for more outpatient services. “The people with the most recidivism need things 
like FACT teams. That is very extremely limited resource.”  FACT is Florida’s Assertive 
Community Treatment program and in the local market is managed almost exclusively by 
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Community Organization C.  As with other services, Community Organization C does 
not have the capacity to provide FACT services to all patients in need. 
 Construct Specific Conclusions:  Results indicate that the presence of an IOP at 
each facility serves as the main protective factor against high rates of readmission for 
each facility.  However, Facility 3 needs to boost enrollment in their IOP in order for this 
program to make an impact.  Facility 3 opened its own IOP in response to a lack of local 
resources for patients.  Employees state they are actively marketing the program to the 
broader community, but it is unclear if they are marketing it among their own patients 
and even staff.  Some staff were unable to provide details of the program, and only 
vaguely aware of its existence.  It is unclear whether this program is marketed as a 
resource during discharge planning.  Additionally, both facilities may benefit from an 
improved relationship with Community Organization C.  While it was clear that tension 
exists between this organization and both facilities, its cause is unclear.  More research is 
needed to better understand this relationship.   
Process 
External Change Agents and Engaging 
 While technically a parent and subconstruct, the categories of “External Change 
Agents” and “Engaging” have been combined into one overarching construct to assess 
the extent to which the facilities are engaged with outside entities such as outpatient and 
social service providers and advocacy groups in the local area which are equipped to 
assist the facility in reducing readmission rates.  There are several mechanisms in the 
region which have been implemented by the state to enhance regional cooperation and 
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behavioral health service provision.  The FDCF has established three collaborative 
mental health working groups consisting of local stakeholders which meet on a quarterly 
basis.  Furthermore, REFBHN is conducting a regional behavioral health needs 
assessment.  The three main FDCF groups in Facility 3 and 4’s catchment area consist of: 
1. Community Alliance of [Region with Facilities 3 and 4]9: Community based Council 
responsible for strategic planning for DCF.(211) 
2. [Regional] Homeless Coalition10:  Strategic planning for the homeless population in the 
[Facility 3 and 4] area. 
3. Circuit [X] CW and SAMH Integrated Meeting11:  Planning group around the Integration 
of Child Welfare and Behavioral Health.(211) 
However, the utility of these meetings for Facility 3 and 4 remains unclear.  Facility 4 
participates in one of these meetings.  However, neither Facility 3 nor Community 
Organization C appear to participate in any meetings and do not even acknowledge that 
they exist.  While this is not necessarily reflective of their participation, at a minimum it 
may signal that the neither organization considers them to be useful or considers them 
important enough to be mentioned during interviews.   
 According to its website, REFBHN is working to complete a needs assessment to 
address regional behavioral health service provision, and to identify the prevalence of 
serious mental illness in the adult population, serious emotional disturbance among 
children and the gaps in services for this population.(211)  None of the respondents 
mentioned this needs assessment in interviews.  
 Aside from quarterly meetings and the REFBHN needs assessment, there appear 
                                                 
9 Name changed to protect facility anonymity 
10 Name changed to protect facility anonymity 
11 Name changed to protect facility anonymity 
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to be few coordinated activities or organizations engaged in advocacy and systems 
strengthening activities in the area.  NAMI has 27 branches throughout the state, but 
restricts activities to large urban centers.  Mental Health America has eight branches 
throughout the state and operates their own drop-in counseling centers, the closest of 
which is over an hour away by car – not a viable option for patients to use.  Facility 3 and 
Facility 4 each have broad ideas regarding engagement and partnership with external 
stakeholders, but there are few community partners with which to implement these 
measures.   
 Key Findings: A lack of engagement with area resources characterizes the results 
of this case study.  Neither Facility 3 nor Facility 4 has a strong community partner on 
which they can rely.  Community Organization C is overburdened and appears not to 
have the capacity to treat all patients in need in the local area.  While community 
meetings of area stakeholders do exist, their utility is questionable.  Facility 3 employs 
forward thinking and creative leadership in the ED and psychiatric units.  These 
individuals engage well with each other, and each has ideas for programs to implement at 
the community level to improve patient outcomes, but they would be challenged to 
implement any of their ideas due to financial constraints.  Results show that Facility 4 
employees face similar challenges, compounded by an extremely high volume of 
patients.  They have little time to engage with other departments in the hospital, let alone 
seek out and establish new relationships in the community.   
 A) Facility 3: An internal champion at Facility 3 had a number of ideas regarding 
community engagement and systems strengthening activities which would potentially 
  
212 
reduce readmissions.  This individual states, “I think that we have to identify nonprofits 
and county based, city-based programs and develop a partnership to decide how those 
things can be funded and what--you know, what would be best.”  This individual goes on 
to describe programs in place at other organizations he/she has worked for and how the 
Facility and HCA as a whole could implement similar measures.  Of most interest to this 
individual was the pursuit of federal grant funding to provide services to area patients.   
So I used to work with this organization, nonprofit organization down in [a 
neighboring county], a community based nonprofit.  And so, what we would do 
is, we would write HUD grants, and we'd get HUD money.  We could buy old 
hotels and repurpose them.  And then we could overlay services there.  So that is 
something that we could partner with either a nonprofit or if we--even better if 
we developed a nonprofit arm maybe we had an affiliation, and we could even 
really develop that.  Then we could bring in the cities and the municipalities, 
nonprofits, for profits.  To do that we have access.  Like I was looking at grants 
yesterday.  Like we could apply for SAMHSA grants.  We could apply for HUD 
grants.  But we can't do it as a for profit.  They're not going to let us do that. But 
we could have an arm that is a nonprofit that would be specifically for that 
purpose.  Yeah and then you do fundraising efforts and things like that.  And it's 
a lot more palatable to people.  You know, it's hard to go out there and just raise 
money for people with mental illness, but you could raise money for, you know, a 
lot of times you have to have matching funds.  You know?  So we could raise 
money for matching funds for the nonprofit and then go after those.  So I think 
that--I think HCA we could do that either internally by creating a 501(c)(3) for 
that purpose, or we can identify one that we want it to work with.   
This individual also cites a job training program in a neighboring, well-resourced county, 
which was successful at reducing readmissions.   
There was another program that worked really well which is they had a 
supported employment program where, you know, they got funds from the State, 
probably county funds and State funds where mentally ill people could go, and 
they actually had active businesses.  Like they had a sign making business.  They 
had a building.  They built like picnic benches things that--clunky wood benches 
that are used for outside.  And they had a landscape business.  Oh, and then they 
started a screen printing business.  So they had four actual businesses that went 
out and provided services like any other business.  And while they were in the 
supported employment part, they get paid maybe two dollars an hour or 
whatever to come, but they were learning it, and then they had counselors there.  
They were fed obviously.  And they were trained on the job.  And so, after a 
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certain period of time, they could actually work-- Yeah.  And that's--I believe it's 
called Community Organization F.  I think it's still up and running, but it had 
been running--I was familiar with it the whole time I was down in a 
[neighboring] County which was a long time.  And that type of program was very 
helpful in terms of cutting down on readmissions.  
However, this individual is exceedingly busy with current job responsibilities, and the 
facility would need to determine how best to allocate resources and time to even begin to 
implement these measures. 
 B) Facility 4: Employees at Facility 4 do cite attendance and participation in one 
regional meeting convened by FDCF, and some of the key areas they are exploring.   
Well anybody in the community is invited.  It's law enforcement.  It's mental 
health providers.  It's the--some of the insurance companies.  Maybe [an 
insurance company] would be a seat at the table.  The emergency department 
director, sometimes physicians come.  Just stakeholders in the community that 
care about the folks with the mental illness and the substance abuse issue, and 
we just kind of gather and talk about some of the successes and the challenges.  
So we're looking at ways of treating these people without criminalizing the 
person because what happens is they wind up in the criminal system, and they 
don't get the treatment they need, and they potentially reoffend, and then again it 
goes back to that revolving door.  So that's an example of a taskforce that's 
underway now to--in the community that was actually formed by one of these 
quarterly meetings.   
However, staff could not cite specific activities resulting from these meetings.  
Furthermore, implementation of specific initiatives developed in these working groups 
depend on available resources, which are scarce. 
So there's a number of things that, you know, that the teams are working on 
together, but I think when you talk about resources at the end of the day and 
finances at the end of the day, these are the two things that are so closely 
connected which seems to be the biggest challenge.  And everybody says, well, 
you know, the money should follow the patient.  Well yeah it should.  But it 
doesn't.   
While staff are optimistic and actively participate in at least one quarterly collaborative 
meeting in the region, it is clear that without real change, and appropriate allocation of 
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funds little progress can be made via traditional engagement strategies.   
 Construct Specific Conclusions: Results indicate that success in this construct is 
a key element to improving readmission rates at each facility.  Neither Facility 3 nor 
Facility 4 has particularly strong relationships with any community providers due to an 
extreme lack of resources in the region.  Each facility may benefit from increased 
involvement in the Regional Florida Behavioral Health Network (REFBHN), the working 
group in the region mandated by the Florida government to address mental health care in 
the area. However, the REFBHN would need to considerably improve its own operations 
and outreach before it could be of any use to either facility.  Improvements to this 
construct will be challenging for both facilities, but some progress with external 
organizations is essential in order to reduce high rates of readmission.   
Section 3: Synthesis of Findings   
 In the Florida case study, the CFIR framework helps to illuminate a complex 
interplay of factors within the Outer Hospital Setting (federal and state policy-, HCA 
system-, and community-levels) and Inner Hospital Setting (Facility and Patient levels), 
and their relative importance in explaining differences in readmission rates between 
facilities.   
 The community surrounding Facility 3 features a number of patient level factors 
that may protect against high rates of readmission in comparison to Facility 4, including 
higher levels of educational attainment and lower rates of poverty; 14.1% of residents 
live below the federal poverty level and the median household income is $50,829 for a 
family of 4.  HCA’s data show that Facility 3 treats higher rates of commercially insured 
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patients than Facility 4.  The community surrounding Facility 4 features a number of 
patient level factors that may contribute to high rates of readmission including high rates 
of poverty and low educational attainment.  City B (home to Facility 4) is more diverse 
than City A and residents have lower levels of educational attainment; 35.5% of residents 
live below the federal poverty level and the median household income is $26,506 for a 
family of 4.  HCA’s data show that Facility 4 treats patients with a more diverse mix of 
payers, with higher rates of Medicare, Medicaid, self-pay and charity patients (e.g. low-
income and uninsured).  Patient level factors in the community surrounding Facility 4 
would tend to increase rates of readmission, although more data would be needed to fully 
understand the profile of patients receiving treatment at the facility in order to understand 
whether these realities are having a direct impact on readmission rates.  
Outer Setting 
 Federal and State Policy Level:  Insufficient funding, rigid and uninformed 
insurance policies, low rates of reimbursement for care, high rates of un- and 
underinsured patients, misuse of involuntary (Baker Act) holds, and a poorly trained 
police force are key factors at this level of the conceptual model that contribute to high 
rates of readmission at both facilities in the Florida case study.   
 Unlike Texas, there is no indication that the Florida state government is moving 
towards reforms of any kind.  Furthermore, there is no indication that CMS has put 
pressure on the state government to do so.  Key informant interviews coupled with 
document review findings showcase a lack of state and local policies, initiatives and 
general political will to improve behavioral health service provision and thereby reduce 
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high rates of readmissions at case study facilities.  State funding is the most limited of the 
50 states, there are few directives on treatment and quality improvement, and regional 
task forces appear to be ineffective.  Compounding the issue is the fact that regional 
insurance companies provide low rates of reimbursement and appear to lack an 
understanding of what is entailed in providing comprehensive care to individuals with a 
behavioral illness.   
 As in the Texas case study, a lack of public funds for behavioral health treatment 
contributes to high rates of readmission.  This may differentially affect readmission rates 
at Facilities 3 and 4 indirectly.  Facility 4 operates in an impoverished community, 
whereas Facility 3 operates in a middle-income community.  Lack of funding and 
subsidized outpatient treatment for residents of the community surrounding Facility 4 
may lead to repeated presentation at the ED and admissions to inpatient unit.  Residents 
from the community surrounding Facility 3 may have increased access to private 
community supports and therapies (to the extent that they exist) given their higher socio-
economic status.    
 HCA System Level:  Key informants from Facilities 3 and 4 both cite direct 
influence and involvement from HCA leadership in their daily activities.  These findings 
are confirmed by HCA corporate interviewees.  Leadership and staff alike feel the 
corporate presence has been beneficial for their facility and that it serves to protect 
against readmission.  Findings are identical for each facility.  Differences at the level of 
the HCA system appear not to account for differences in readmission rates at Facility 3 
and 4.    
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 Community Level:  At both facilities, an extreme lack of community partnerships, 
lack of social services for patients post-discharge, high rates of area poverty, minimal 
support from policy makers and advocacy groups, and poorly trained law enforcement 
are factors noted by interviewees that contribute to high rates of readmission.  Dearth of 
outpatient resources in the region impacts all patients regardless of insurance status.  
Primary care is sparse, and outpatient behavioral therapy is almost non-existent.  
Community Organization C does exist and provides treatment to low-income and 
indigent individuals, but high demand for services make patient wait times extremely 
long.  Furthermore, tensions exist between this organization and both facilities, although 
it is unclear why and whether they can be remedied.  Differences in readmission rates 
between Facilities 3 and 4 appear not to be determined by differential access to 
community resources, as each facility experiences a similar extreme lack of community 
engagement and social services.   
Inner Setting 
 Facility Level:  Interviews and site observations show that Facilities 3 and 4 are 
fairly standard community hospitals with many similarities. High quality clinical care, 
presence of an IOP and a strong psychiatric leadership team are key factors present at the 
Florida facilities which key informants cite as protective against high rates of 
readmission.  The largest difference between the two is the presence of a trauma center at 
Facility 4 which may contribute to high rates of readmission given the high medical 
acuity of patients seeking care at the facility.    
 Interviews from both facilities highlight considerable tension for change and cite 
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multiple factors that contribute to high rates of readmission at each facility.  Key 
informants consistently cite demand to keep up with daily patient care in an under-
resourced area.  Personnel at both facilities cite significant challenges in recruiting and 
retaining trained providers to provide high quality care and run programs.  Highly trained 
individuals are reluctant to move to the region and opt to provide care in more lucrative 
urban areas.  Many key informants state the need for increased training among ED staff 
regarding appropriate use of the Baker Act and care for patients with a severe behavioral 
illness.  However, there is little time, particularly at Facility 4, to train staff given an 
extremely high, unrelenting flow of patients.   
 Neither Facility 3 nor Facility 4 have initiatives in place, beyond the standard 
HCA system wide policies, programs and IOP’s, that aim to reduce psychiatric 
readmissions.  While staff may be aware of these corporate initiatives and Facility 4 uses 
some of the data gathered to better understand why individual patients are readmitted, 
neither hospital seems to use these data in a systematic way to improve psychiatric care 
and delivery systems, a possible contributor to high rates of readmission.   
 Facility 3 has a strong set of champions between ED and Behavioral Health 
leadership.  This is a key factor protecting against high rates of readmission at the 
facility.  Key informants state that both departments have worked diligently over the past 
several years to improve communication and process flow between their teams.  While 
they feel the relationship is the best it has been in years, both cite the need for their 
respective staffs to engage in a more routine manner.  The burgeoning ability of Facility 3 
staff to critically assess communications between the ED and psychiatric units and to 
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implement processes for improving patient care is a key factor which differentiates the 
facilities and may protect against higher readmission rates.    
 Findings show that at Facility 4, poor communication between ED and psychiatric 
staff, lack of staff training, and an overwhelming patient volume are key factors that 
contribute to high rates of readmission at facilities in the Florida case study.  
Furthermore, although not explicitly stated during interviews, Facility 4 may lack a 
collaborative relationship between the ED and psychiatric units.  If true, this likely 
contributes to high rates of readmission at the facility.  While Facility 4 has strong leaders 
and internal champions in their psychiatric unit dedicated to providing high quality care 
for mentally ill individuals, they do not have counterparts in the ED.  Respondents 
implied that ED staff are simply too overwhelmed by high patient volume to find the time 
to improve relationships, processes and overall communication.   
 In summary, the Texas and Florida case studies point to a complex interplay of 
multiple factors that may account for differences in readmission rates- in both expected 
and unexpected directions.  Surprisingly, these factors vary considerably in type and 
strength.  Results from Texas indicate that differences in hospital structure as well as 
facility and community resources all contribute to variation in readmission rates.  Results 
from Florida, which is characterized by a resource poor community environment coupled 
with a negative policy environment, indicate that it is the constructs within the inner and 




CHAPTER 6: SYNTHESIS, RECOMMENDATIONS AND CONCLUSIONS 
Synthesis 
 This research sought to answer the question: What are the key constructs within 
hospital policies, inpatient treatment, outpatient care, and community services that drive 
variations in quality of care and prevent early (≤ 30-day) readmission among individuals 
diagnosed with a severe behavioral illness?  To date, research on this patient population 
has focused mainly on clinical and individual-level interventions in the inner setting to 
improve health outcomes, rather than incorporating organizational or systems level 
approaches related to the outer setting.  There is a need to move beyond traditional 
interventions and consider intersecting internal and external factors that may influence 
post-discharge outcomes among patients with serious mental illness (83).  This research 
addresses this gap.  The study explores a broad range of factors that may influence 
readmission rates.   
 Findings indicate that readmission rates are determined by multiple, interrelated 
factors which vary in importance based on hospital and community context and on the 
broader political environment. In Texas a complex interplay of factors at all levels 
contributes to readmission rates in both hospitals.  In Florida, constructs within the inner 
hospital setting play a greater role in accounting for differences in hospital readmission 
rates.  Overall, case study hospitals scoring low in CFIR constructs “Patient Needs and 
Resources in the Community”, “External Policies and Incentives”, and “External Change 
Agents and Engaging” generally experience high rates of readmission.  Broadly, in both 
states, important drivers of early readmissions include:  
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1. Alignment of inpatient psychiatric and emergency service provision: Process-oriented, 
open communication and coordination of care between emergency and psychiatric units 
may contribute to lower rates of early readmission. 
2. Management of medical comorbidities during inpatient hospitalization: Process-oriented 
systems for coordination of medical care during psychiatric admissions may contribute to 
lower rates of early readmission among SMI patients with medical comorbidities.   
3. Facility-based outpatient programs: Well-developed outpatient services in HCA 
facilities, such as IOP and CBT, may help to lower early readmission rates, particularly in 
under-resourced communities.   
4. Case management and care coordination: Well-developed case management and care 
coordination programs organized within the hospital or in community settings can lower 
rates of early readmissions. 
5. Community resources and relationships: In well-resourced communities, strong and 
active partnerships with community organizations contribute to lower rates of 
readmission.   
6. Response to external constraints: Hospitals operating in politically-constrained, resource-
poor environments may need to focus on improving internal systems to reduce rates of 
readmission. 
7. HCA corporate presence: Strong corporate support contributes to reducing early 
readmissions, particularly when hospitals can tailor corporate initiatives to fit local 
policies and programs.   
A: Contributors to High Readmission Rates   
 The modified Conceptual Framework for Implementation Research (CFIR) was a 
useful framework to address gaps in current research and to assess “intersecting factors 
that may influence mental and physical health outcomes” affecting readmission rates at 
study hospitals.  Table 21 highlights similarities and differences in CFIR constructs 
across the four facilities at each level of the conceptual model.  Using a scoring process 
modified from the CFIR (described in Chapter 3), a score from 1-5 was assigned to each 
CFIR construct, with 1 indicating relatively low-performance and 5 indicating relatively 
high performance.  The rationale for each CFIR construct score is also described.  
Overall, Facility 1 received a score of 33 out of a possible 45, the highest score of the 
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interviewees have a strong 
sense of hospital 
initiatives that improve 
patient care and reduce 
readmissions. Fidelity to 
programs is high. 
Score: 5 
Rationale: All 
interviewees have a strong 
sense of hospital initiatives 
that improve patient care 
and reduce readmissions. 
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Although are well versed in 
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facility provides high 
quality care, outpatient 
services and low staff 
turnover.   
Score: 2 
Rationale: Outdated 
facility, high past rates of 
employee turnover, no 
outpatient services, 
challenge to recruit staff. 
Free standing psychiatric 
facility, 5 miles from 
medical/surgical building 
which may delay time to 
treatment for acute 
emergencies. Making an 
effort to address 
limitations.   
Score: 4 
Rationale: Up to date 
community facility with 
features standard in many 
psychiatric units. Embedded 
within a medical/surgical 
hospital thus easing access 
to medical care. Difficult to 
recruit clinicians. 
Score: 3 
Rationale: Free standing 
unit, one-half mile from 
medical/surgical building 
may delay time to 
treatment for acute 
emergencies. Up to date 
psychiatric facility with 
gym and pool which may 
improve patient 
experience. Difficult to 
recruit clinicians. ED 
overwhelmed by patient 
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frustration at the local care 
environment and 
perceived lack of 
downstream community 
services available to 
patients. High expressed 
need for change.  
Interviewees indicate high 
receptivity for change, 
however findings show 
past aversion to change. 
Likely a challenging 
environment in which to 
implement new programs.   
Score: 3 
Rationale: Considerable 
frustration at local care 
environment and lack of 
funding (state and federal) 
for patient treatment. High 
expressed need for change.  
Employees indicate high 
receptivity to change, 
findings are in keeping 
with employee statements. 
Likely an environment 
open to new ideas and 
initiatives to reduce 
readmissions.   
Score: 3 
Rationale: Considerable 
frustration at local care 
environment and tension for 
change. Difficulty 




lack of training in 
psychiatric patient care for 
medical/surgical staff, high 
rates of poverty, and a lack 
of community resources and 
outpatient providers. 
Employees cite receptivity 
to change, although it will 
be difficult given lack of 
area resources.   
Score: 2 
Rationale: Considerable 
frustration at local care 
environment and tension 
for change. Difficulty 




lack of training in 
psychiatric patient care for 
medical/surgical staff, high 
rates of poverty, and a lack 
of community resources 
and outpatient providers. 
Employees cite receptivity 
to change, although it will 
be difficult given lack of 
area resources, and 
overwhelming patient 
volume in the ED.   
Patient Needs & 




Rationale: Resource rich 
hospital. High quality 
clinical care. On-site 
outpatient services (IOP & 
CBT) modern patient 
friendly facility, low 
Score: 3 
Rationale: High quality 
clinical care. However, 
lack of on-site outpatient 
services, older facility not 
geared toward patient 
needs, past high turnover 
Score: 4 
Rationale: High quality 
clinical care. Presence of 
IOP, strong case 
management team on site 
medical care and internal 
champions among 
Score: 4 
Rationale: High quality 
clinical care. Presence of 
IOP, psychiatric leadership 
team, and high quality 
inpatient facilities for 
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Readmission Rate 21.3% 
levels of staff turnover, 
ability to recruit and retain 
highly qualified 
employees.   
and poor morale, 
challenges faced recruiting 
new staff. Although, 
actively working to 
improve the situation.   
psychiatric and ED 
leadership. Interviewees 
cite lack of psychiatric 
training for medical/surgical 
clinicians and inadequate 
staffing levels.   
treatment is off-site. 
Interviewees cite high 
rates of staff turnover, 
challenges recruiting 
physicians, and poor psych 









leadership allows hospital 
to excel in its ability to 
recruit and retain staff and 
provide high-quality care 
in a manner unique to 




leadership and the presence 
of multiple internal 
champions at Facility 2, 
allows the hospital to excel 
in its ability to engage with 





leadership and the presence 
internal champions. 
Behavioral health and 
emergency department 
leadership have a strong 
collaborative relationship 







engagement difficult to 
ascertain. Relationship 
with ED not exceptional. 
Interviewees do not cite 
process or quality 
improvement initiatives 
between departments. 

















imply hospital is largely 
autonomous, cite little 
direct influence from 
HCA corporate. Corporate 
cites normal levels of 
engagement with facility. 
Mismatch in findings 
Score: 5 
Rationale: Interviewees 
cite direct influence and 
involvement from HCA 
leadership in their daily 
activities. These findings 
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with HCA corporate.  
Facility leadership actively 
participates in data 
collection for corporate 
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with HCA corporate.  
Facility leadership actively 
participates in data 
collection for corporate 
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from corporate and 
facility level interviews.   
system wide initiatives to 
reduce readmissions.   
system wide initiatives to 









cite difficulties with 
payers and 
reimbursement, lack of 
state and federal funds, 
poorly equipped local 
health authorities, siloed 
nature of service provision 
in the state, and a general 
lack of capacity to treat all 
patients in need. The only 
reason this construct does 
not receive a 1 is the 
presence of the statewide 
strategic plan to improve 
behavioral health service 
provision in the state.   
Score: 2 
Rationale: Interviewees 
cite difficulties with payers 
and reimbursement, lack of 
state and federal funds, 
poorly equipped local 
health authorities, siloed 
nature of service provision 
in the state, and a general 
lack of capacity to treat all 
patients in need. The only 
reason this construct does 
not receive a 1 is the 
presence of the statewide 
strategic plan to improve 
behavioral health service 
provision in the state.   
Score: 1 
Rationale: Interviewees 
cite considerable frustration 
at state and national policies 
and regulations. Risk 
factors include insufficient 
funding, rigid and 
uninformed insurance 
policies, low rates of 
reimbursement for care, 
high rates of un- and 
underinsured patients, 
misuse of involuntary 
(Baker Act) holds, and a 
poorly trained police force. 
No indication state is 




frustration at state and 
national policies and 
regulations. Risk factors 
include insufficient 
funding, rigid and 
uninformed insurance 
policies, low rates of 
reimbursement for care, 
high rates of un- and 
underinsured patients, 
misuse of involuntary 
(Baker Act) holds, and a 
poorly trained police force. 
No indication state is 
moving towards reforms.   
Patient Needs & 






cite poor access to 
primary care especially 
for low-income patients, 
lack of substance abuse 
services, lack of 
temporary housing, an ill-
Score: 2 
Rationale: Limited access 
to outpatient therapies, the 
possibility of poor access 
to medications, lack of 
public transportation, 
dearth of affordable and 
transitional housing, and 
Score: 1 
Rationale: Patient needs 
not well met or prioritized 
in the community. Only 1 
provider of outpatient 
psychiatric care in the area 
and few primary care 
clinicians. Patients 
Score: 1 
Rationale: Patient needs 
not well met or prioritized 
in the community. Only 1 
provider of outpatient 
psychiatric care in the area 
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Readmission Rate 17.5% 
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Readmission Rate 13.4% 
FACILITY 4 
Readmission Rate 21.3% 
equipped mental health 
authority, and poor care 
coordination. However, 
these findings are not in 
keeping with statements 
from community 
providers. Results are 
inconclusive due to 
mismatch in statements 
from the facility and 
outpatient providers. 
the presence of poorly 
informed insurance 
providers. Findings are 
counteracted by positive 
relationships with local 
police, state policy makers 
and the presence of 
dedicated providers in the 
community (despite lack of 
available funds). 
experience long wait times 
for appointments. 
Interviewees also cite 
insufficient temporary and 
low-income housing, poorly 
trained law enforcement, 
high rates of area poverty, 
and poor support from 
policy makers and advocacy 
groups. 
experience long wait times 
for appointments. 
Interviewees also cite 
insufficient temporary and 
low-income housing, 
poorly trained law 
enforcement, high rates of 
area poverty, and poor 
support from policy 












indicate Facility 1 may 
have contentious 
relationships with 
community providers.  
Employees may struggle 
to maintain strong 
community partnerships.   
Score: 5 
Rationale: Facility 2 has 
excellent relationships with 
community partners and 
helped to have formed a 
coalition in the county to 
advocate on behalf of local 
residents with a mental 
illness. All members are in 
regular contact. 
Score: 2 
Rationale: Dearth of 
community resources has 
led to low levels of 
engagement with local 
providers.  Only 1 
psychiatric outpatient 
provider in the area for low-
income patients.  This 
relationship may be 
contentious.   
Score: 2 
Rationale: Dearth of 
community resources has 
led to low levels of 
engagement with local 
providers.  Only 1 
psychiatric outpatient 
provider in the area for 
low-income patients.  This 
relationship may be 
contentious. 




B: Comparing Texas and Florida Case Studies 
 In Texas, a complex interplay of factors within the inner and outer hospital 
domains seem to account for differences in readmission rates.  Differences in the 
structure of the hospitals, as well as resources available within the facility and 
community, all seem to contribute.  In Florida, within an overall environment of poor 
external resources and a negative policy environment, it is the constructs within the inner 
hospital setting that account for differences in readmission rates between the two 
hospitals, and that may have the most potential for change.  These include the facility 
structure, implementation climate and hospital leadership/presence of champions. 
 The Texas case study highlights the importance of patient experience, staff morale 
and quality of inpatient care.  Facility 1 has a lower readmission rate than Facility 2 at 
13.7%.  The hospital features a well-managed, advanced psychiatric facility and is the 
first point of care for many in the community.  Contrasted with Facility 2 whose 
readmission rate is 17.5%, Facility 1 provides a more patient friendly experience and is 
better equipped to provide continuous care for patients discharged into the community. 
These features likely contribute to Facility 1’s current lower rate of readmission in the 
pair.  Yet, in the coming years, Facility 1 may begin to see its dominance in the local 
market decrease, and readmission rates may rise due to its seeming internal resistance to 
change and state level policies beyond its control.  This is a particularly salient point 
given the overall finding that case study hospitals scoring low in CFIR constructs 
“Patient Needs and Resources in the Community”, “External Policies and Incentives”, 
and “Implementation Climate & Tension for Change” generally experience high rates of 
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readmission.   
 Facility 2 needs clinical and structural improvements in order to retain staff and 
provide continuous patient friendly care for individuals discharged to the local 
community.  However, leadership and personnel are acutely aware of this reality, have 
embraced the need for change, and have begun to implement process improvement 
measures to reduce readmission.  The facility has positive results in the “implementation 
climate” construct and is actively working to improve access to services falling within the 
“patient needs and resources in the community” construct. It is possible that in coming 
years, this facility could see readmission rates decline as appropriate steps are taken.   
 In contrast to the Texas facilities, the Florida facilities operate in strikingly similar 
environments and each offers similar high-quality inpatient care.  Yet these facilities have 
drastically different rates of readmission, some of the largest variations in the HCA 
portfolio.  Facility 3 has a readmission rate of 13.4 % (lower even than that of Facility 1 
in Texas) and Facility 4 has a readmission rate of 21.3%.  Neither facility has a strong 
community partner on which to rely for downstream outpatient care.  Once discharged to 
the community patients are largely left on their own due to a lack of area providers.  The 
local community surrounding Facility 4 has substantially higher rates of poverty and 
lower levels of socioeconomic status than does the community surrounding Facility 3, 
and the hospital is overburdened with an overwhelming volume of patients.  This is likely 
a key driver of high rates of readmission at Facility 4. Leadership has little time to train 
employees in psychiatric care, and thoughtfully design and implement process and 
quality improvement measures which could improve interdepartmental communication 
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within the hospital and eliminate unnecessary patient holds, reduce unnecessary 
admissions and improve patient experience and clinical care.  However, in order to 
reduce the high rate of readmissions in light of the extremely challenging surrounding 
community environment, it is essential that Facility 4 focus its efforts on variables within 
its control which contribute to high readmission rates – namely internal processes and 
procedures.  A full set of recommendations for this facility and others can be found on 
Page 239.  Given evidence of the importance of community resources and external 
policies on readmission rates, it is disturbing that all four facilities scored lowest on 
“Patient Needs and Resources in the Community” and “External Policies and Incentives”.  
Each facility should work to improve its relationship and patient flow with community 
providers, and advocate at the state level for increased funds and patient supports.   
Recommendations 
 This research can inform practice on the ground in Texas and Florida.  It can 
inform future research and has implications for multiple stakeholders within HCA 
corporate headquarters, facilities, and state and federal policy makers.  Recommendations 
are made with these factors in mind.   
A: Implications for HCA Practice in Texas and Florida 
 With the scores from Table 21 and the corresponding rationale for each in mind, a 
series of tailored recommendations grounded in the CFIR and case study conceptual 
model was developed for each of the four case study facilities.  Recommendations are 
designed to directly impact practice in each hospital.  Despite lower rates of 30-day 
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readmissions, Facilities 1 and 3 received recommendations as key informants from each 
facility expressed a desire to reduce recidivism.  Given the sensitive nature of some 
findings from the qualitative interviews, recommendations have also been made to HCA 
corporate headquarters when contextualizing hospital-specific results.  Recommendations 
have been shared (as appropriate) with each facility as well as with Behavioral Health 
service line leadership at HCA corporate headquarters.  Finally, several recommendations 
are tailored to HCA corporate that are designed to improve operations nationwide.  
Overall cost of implementation was taken into consideration when developing 
recommendations.  Every effort was made to focus on process improvement and internal 
operations, areas which traditionally cost little to evaluate and alter.  A memorandum to 
HCA leadership outlining all findings and summarizing key recommendations is located 
in the Appendix on Page 295. 
Recommendations for Facilities 1 & 2  
 Facility 1 is operating in a transitional phase.  The state of Texas is clear that 
Behavioral Health Texas will not be re-implemented.  The hospital is encouraged to adapt 
quickly to the new policy environment in the region to maintain low levels of 
readmission.  The facility has strong internal processes for patient care, which it is 
encouraged to maintain, but struggles to look beyond its own four walls.  
Recommendations for this facility focus mainly on community outreach, engagement and 
communication.  Given the finding that Facility 1 may have poor relationships with 
community providers, facility leadership is encouraged to explore creating a position 
similar to that of the Director of Behavioral Health Outreach Physician Provider 
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Relations at Facility 2.  This would provide the hospital with more visibility in the local 
community and perhaps allow the hospital to develop stronger relationships with 
Community Organization A and other area providers.  The facility is located within a 
major urban center, and it is possible other community resources exist to which they 
could turn for support.  Having a dedicated staff member to research these organizations 
and forge new relationships would allow current staff to continue to focus on daily 
operations and not be burdened with extra work.  At a minimum the facility must 
improve their relationship with Community Organization A, a key community partner 
with a wide reach.   
 Facility 1 excels at staff training and education on processes, policies and internal 
efforts to reduce readmissions.  Therefore, staff are urged to continue current efforts and 
further encourage employees to suggest and implement their own process improvement 
measures.  Finally, Facility 1 excels in providing high quality patient care.  Given this 
finding, leadership should continue to invest in efforts to maximize patient experience 
and care coordination in order to maintain its status as a leading provider of psychiatric 
care in the local market.  Table 22 displays recommendations specific to Facility 1 






Table 22: Facility 1 Recommendations 
1) Consider hiring a Director of Behavioral Health Outreach Physician Provider Relations to 
improve relations with community providers, and advocate for increased funds to improve 
behavioral health service provision in the state of Texas. 
2) Improve communication and processes with Community Organization A and other area 
providers in order to improve outpatient treatment and prevent readmissions resulting in 
gaps from care and provision of community services. 
3) Engage in more direct advocacy by working with local NAMI and MHA chapters. 
4) Encourage new ideas for process improvement and systems strengthening specific to the 
facility and local environment.   
5) Continue to educate employees on readmission efforts at the hospital.   
6) Continue to invest in the facility to maximize patient experience and employee satisfaction 
thus optimizing patient healing and keeping employee turnover low.  
 Given the sensitive nature of findings from interviews at Facility 1 related to 
receptivity to change, no direct recommendations were made to facility leadership to 
investigate employee attitudes about this issue.  Instead, HCA corporate headquarters 
might consider appropriate strategies as they provide oversight.  Recommendations for 
HCA corporate headquarters are discussed in Table 27.  
 Like Facility 1, Facility 2 is operating in a transitional phase given its reasonably 
recent separation from Facility 1 and the shifting local policy environment.  However, 
this facility appears to embrace the change.  Leadership is looking to develop an 
outpatient presence in the local market.  The facility has forged strong partnerships with 
community providers, despite their overall scarcity.  The facility has begun to look very 
closely at patient readmissions.  They have stopped short of implementing new programs 
or initiatives to reduce readmissions, but are moving in that direction.  Facility 2 
employees currently have a strong and dedicated team that advocates continually on 
behalf of patients and families.  However, the facility also needs to improve clinical care 
and the physical structure of its building.  Leadership is actively working to recruit new 
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clinicians and should continue to do so.  Employees are vocal about the conditions in the 
facility, and continually work to make small improvements in the overall infrastructure.  
Given these findings, Facility 2 is encouraged to continue to invest in improvements to 
the building, and HCA corporate is encouraged to do so as well in order to improve the 
standing of the facility in the local community and boost their presence in the market.  
Facility specific recommendations are made in Table 23.  Corporate recommendations 
can be found in Table 26.   
Table 23: Facility 2 Recommendations 
1) The facility must invest in significant structural improvements to provide care in a patient 
friendly compassionate environment.  Facility improvements will also boost employee 
morale and reduce turnover. 
2) Continue on path to developing Intensive Outpatient Program (IOP).   
3) Consider supplementing outpatient psychiatric services in the local area by developing an 
outpatient Cognitive Behavioral Therapy (CBT) program with a medication management 
component.   
4) Encourage new ideas for process improvement and systems strengthening specific to the 
facility and local environment.   
5) Continue to educate employees on readmission efforts at the hospital.   
6) Continue advocacy work in the local community, particularly around increased funding for 
behavioral health service and patient rights.   
7) Continue to engage with community providers such as Community Organizations A and B 
and the local police. 
8) Continue to engage regularly with HCA corporate leadership for training and guidance 
with respect to reducing readmissions.   
 
Recommendations for Facilities 3 & 4  
 In the Florida case study, the outer setting community and policy environment is 
ineffective and not conducive to change with respect to readmissions.  Facilities 3 and 4 
are extremely limited by a lack of outpatient and community resources in their local 
environments.  There is little either facility can do to reduce poverty in the region, nor 
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can either facility improve the availability of outpatient care and community services to 
patients post discharge.  Given these findings, policies and operations in the inner setting 
have the potential to make the greatest impact on patient readmissions. To reduce 
readmissions, each facility needs to work within the constraints of the current 
environment, strengthen inner setting processes and communication and improve 
relationships with the few existing local providers – namely Community Organization C.    
 Therefore, Facility 3 is encouraged to explore creating a position similar to the 
Director of Behavioral Health Outreach and Physician Provider Relations at Facility 2.  
Psychiatric leadership at Facility 3 is strong and community focused, but is challenged to 
oversee day-to-day operations in the facility while also conducting community outreach 
and engaging in relationship building with other organizations in the local area.  While 
outpatient providers may be sparse, local law enforcement and emergency response teams 
would likely benefit from increased facility contact and training in how to appropriately 
care for individuals with a behavioral illness.   
 Facility 3 should continue to improve processes and communications between the 
ED and psychiatric units.  Leadership from both departments have already committed to 
improving the relationship and now is the appropriate time to engage with staff from each 
unit.  ED staff are in need of additional training with regard to caring for psychiatric 
patients, particularly on how to manage involuntary patient holds.   
 Additionally, the facility needs to more effectively market its new IOP to 
admitted patients.  It is not clear that they currently do so and it is a missed opportunity 
for the facility to reduce readmissions.  Staff have little knowledge of the program and a 
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first step would be to educate nurses, medical technicians and discharge planners on the 
benefits of the program and how patients could benefit from it once discharged to the 
community.  Given the lack of outpatient services in the area, it may also make sense for 
Facility 3 to consider supplementing the IOP with individual CBT and medication 
management for patients as opposed to only running group sessions.  Although 
reimbursement for such services may prove challenging.  A full list of recommendations 
for Facility 3 is located in Table below. 
Table 24: Facility 3 Recommendations 
1) Consider hiring a Director of Behavioral Health Outreach Physician Provider Relations to 
improve relations with existing community organizations, forge new provider 
relationships, and advocate for increased funds to improve behavioral health service 
provision in the state of Florida. 
2) Increase training in psychiatric patient care for ED employees.   
3) Educate staff on current initiatives in place designed to reduce readmission and how these 
activities impact patient care.   
4) Introduce a more systematic way of analyzing facility data on readmitted patients. 
5) Consider developing a hospital-specific initiative outside of the standard HCA system-
wide requirements to reduce readmission.   
6) Educate staff on Intensive Outpatient Program (IOP), and market the program to all 
patients prior to discharge.   
7) Consider supplementing outpatient psychiatric services in the local area by developing an 
outpatient Cognitive Behavioral Therapy (CBT) program with a medication management 
component.   
8) Continue to build on communication and process improvement activities already in place 
between Psychiatric and Emergency Department leadership.  Engage in activities that 
improve communication and collaboration between staff of each respective unit.    
9) Continue regular meetings with HCA corporate headquarters. 
 A similar set of recommendations can be made for Facility 4, however, with a 
stronger emphasis on improving internal communication and process improvement 
between the ED and psychiatric units.  ED staff are overwhelmed by daily operations and 
patient volume.  Facility 4 functions as a source of primary care for many in the 
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community and the ED is frequently over-capacity.  Staff feel they would benefit from 
increased training in how to manage patients with a psychiatric illness, and while this is 
certainly true, a better system of communication between both departments needs to be in 
place in order for training to be successful.  The facility may benefit from further 
oversight from HCA corporate or an external consultant who could make 
recommendations as to how to improve the flow of patients between the ED and 
psychiatric departments, cut down on involuntary patient holds and improve 
communication between the two teams.   
 The remaining recommendations for Facility 4 include examining the possibility 
of hiring a Director of Behavioral Health Outreach Physician Provider Relations, 
increasing available funds to hire ED staff, and using data already gathered to further 
explore causes of patient recidivism and thus develop and implements effective methods 
to reduce readmissions.  These recommendations are found in Table 25.   
Table 25: Facility 4 Recommendations 
1) Develop and implement processes which improve communication and collaboration 
between Emergency Department and Psychiatric unit employees.   
2) Implement mandatory training in psychiatric patient care for ED employees.   
3) Consider hiring a Director of Behavioral Health Outreach Physician Provider Relations to 
improve relations with existing community organizations, forge new provider 
relationships, and advocate for increased funds to improve behavioral health service 
provision in the state of Florida. 
4) Consider developing a hospital-specific initiative outside of the standard HCA system-
wide requirements to reduce readmission.   
5) Consider making more funds available to increase staffing levels in the Emergency 
Department thus reducing employee burnout and turnover and improving patient 
experience and care. 
6) Consider hiring additional case managers to staff the ED or improve levels of engagement 
for those already in the role.   




Recommendations for HCA Corporate  
 HCA’s corporate is encouraged to address noted shortcomings at Facilities 1, 2 
and 4.  Service line leadership needs to investigate and likely address resistance to change 
at Facility 1 in light of their downgraded status in the local market.  They are no longer 
able to control patient flow between hospitals in the local area and have lost the power 
and autonomy that was granted to them by Behavioral Health Texas.  They are now 
forced to operate like every other facility in the state.  While this siloed system of patient 
care has considerable shortcomings, it is highly unlikely that the state of Texas will adopt 
a new system any time soon.  If Facility 1 leadership continues to look back on the 
benefits of this program, it may fall behind in the market.  The facility needs to continue 
to innovate and the most obvious way of doing so is to create new partnerships with 
community providers.  Increased oversight of Facility 1 can be done at little or no cost to 
HCA corporate and yet could yield decent returns in the form of market leadership and 
maintained reputation for clinical excellence.   
 As stated, Facility 2 needs considerable renovations to its physical space.  The 
building is up to code, but is not patient or employee friendly.  Key informants feel this 
contributes to increased rates of readmission.  While hospital leadership should make 
funds available for renovation of the psychiatric unit, it would also be wise for the 
corporate service line to also invest in the facility and in turn HCA’s reputation in the 
local market.  While the expense would be considerable, renovation is needed and 
delaying it further may continue to negatively impact readmissions. 
 Process improvement and oversight of Facility 4 may also yield high returns for 
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HCA corporate at a reasonably low cost.  Facility 4 is the main provider of outpatient 
care for many in the local area.  There simply are not enough community resources to 
provide care for individuals in need.  Assessing levels of engagement and communication 
between the ED and the psychiatric departments is needed to reduce employee strain and 
turnover and improve patient care.  With few providers in the local marker available, the 
facility must work to retain as many staff as possible.  Corporate headquarters could 
engage directly in systems strengthening measures at the facility or could hire an 
independent consultant to assess areas of weakness and make recommendations.   
 System-wide recommendations were more challenging to develop given the 
overall finding that each hospital has a unique set of needs determined by the local 
community, policy environment and internal operations.  However, it is clear that Facility 
2’s Director of Behavioral Health Outreach Physician Provider Relations position is 
unique.  None of the other facilities assessed in this case study had a similar employee 
role and all needed varying levels of improvement in the constructs of “Engagement” and 
“Patient Resources in the Community”.  It may be worthwhile for HCA to consider 
creating such a position at each of their hospitals, or at a minimum, at facilities looking to 
improve rates of readmission.  Partnerships with advocacy groups such as NAMI and 
Mental Health America, strengthened ties with local law-enforcement and emergency 
responders, and community care providers are essential to reducing readmissions, 
although these relationships may be easily overlooked in the day-to-day stress of patient 
care, reporting and facility operations.   
 Finally, each of the facilities cited struggles with insurance providers who simply 
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do not understand the complexities of care and needs for patients with a behavioral 
illness.  Each facility continues to work with these payers to make them understand 
internal operations, however it may also be beneficial for leadership from HCA’s 
Psychiatric Service Line to engage with payers in an attempt to reach a common 
understanding.  This is a challenging recommendation.  However, given the finding from 
Chapter 2 indicating that patients on managed care plans experienced fewer readmissions 
than those not receiving managed care, it is clear that payers and their programs cannot 
be overlooked.  The facilities are doing all they can, but perhaps pressure from a large 
corporation like HCA to improve care coordination would help to ease the burden.  Full 
recommendations for HCA corporate are located in Table 26.   
Table 26: Recommendations for HCA Corporate Entity 
Facility Specific: 
1) Investigate Facility 1 receptivity to change to assess how best to implement systems 
strengthening activities and encourage innovation in light of findings.    
2) Investigate Facility 1’s level of engagement with corporate headquarters and determine (a) 
whether the relationship needs improvement to maximize operations or if (b) the status quo 
is acceptable. 
3) Consider investing in structural improvements for Facility 2 in order to improve patient 
satisfaction and outcomes while simultaneously boosting employee morale and reducing 
turnover.  
4) Investigate ED and Medical/Surgical leadership engagement at Facility 4 and assess levels 
of engagement with psychiatric leadership and unit employees.   
5) Consider making more funds available to Facility 4 to improve staffing levels in the ED.   
System-Wide: 
1) Well-coordinated patient handoffs from emergency services to the psychiatric unit limits 
risk for readmission.  HCA should survey best practices in its system, assess gaps in 
coordination at individual hospitals, and implement model systems to improve emergency 
service to psychiatric unit handoffs.   
2) Knowing individual risk of readmission early in a hospitalization can guide in-hospital and 
post-discharge care. HCA would benefit from the design and implementation of an EMR-
based prediction tool to proactively screen for patient-level predictors of readmission.   
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3) An effective handoff from hospital to community is a key driver in reducing readmissions.  
HCA should establish designated community liaisons to coordinate care with partners in 
community organizations.  
4) When community programs or resources are weak or nonexistent, HCA should consider 
developing or expanding intensive outpatient treatment programs. 
5) The current policy of 48–72 hour nurse outreach calls can only assess early problems with 
community reentry. When there is no designated community care manager, HCA may 
consider establishing routine weekly calls during the 30 days after readmission to assess 
functional status and provide support as needed.  
6) Investigate effective ways to engage with local insurance providers in all markets in order 
to ease the burden on facilities, improve care coordination and treatment.  
 
B: Implications for Future Research 
 To date, few multi-faceted interventions targeting reduced readmissions for 
patients with serious mental illness are described in the literature.  Among those that are, 
the focus has been on clinical and individual-level interventions, rather than 
organizational or systems level approaches.  Poor coordination of activities between 
hospital providers, psychiatrists, primary care clinicians, outpatient social workers and 
case managers is an important driver of readmissions.  Improvements in coordination of 
care may be greatest for patients with co-occurring medical conditions, who are at 
greatest risk for service fragmentation given that they often receive care from multiple 
systems (86,155).   
This research is a key first step in moving beyond traditional approaches for 
reducing readmissions among individuals with serious mental illness.  It addresses the 
need to better understand “intersecting factors at multiple levels that may influence 
mental and physical health outcomes” (83).  Academic researchers are encouraged to use 
these findings to inform and design large scale trials which employ organizational and 
systems strengthening approaches in addition to patient-oriented ones to reduce 
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readmissions among patients with a serious mental illness. 
Conclusions 
 This is the first known study to explore a broad range of factors that influence 
readmission rates among patients with serious mental illness.  This work addresses the 
need to conduct systems-level analyses of large, geographically diverse hospital systems 
to better understand the relationship between patient management, hospital policies, the 
local care system, and early readmissions.  It identifies key constructs within hospital 
policies, inpatient treatment, outpatient care, and community services that drive 
variations in quality of care and readmission rates.   
 Given that readmission rates are determined by multiple, interrelated factors 
which vary in importance based on hospital and community context and political 
environment, large, geographically diverse hospital systems and academic researchers 
alike should interventions to the specific political, community and facility contexts.  
Inpatient clinicians, outpatient providers, and other community partners, such as law-
enforcement and public housing authorities, need to work in tandem with open and 
frequent communication to manage patients with behavioral illness and provide 
coordinated, compassionate care.   
 Given the design of the study and overall findings, results are likely generalizable 
to other community hospitals.  The data used to assess patient level determinants of 
readmissions are drawn from a range of facilities and states in the HCA system.  The 
finding that community context and hospital-community relations are key factors in 
determining rates of readmission can frame analysis of readmissions at any of these 
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facilities.  Inner and outer hospital factors must be understood before effective strategies 
to reduce readmission rates can be designed.  This study introduces a framework and 
methodology to guide facility-level studies of institutional environments and external 








Appendix Table  1: Bivariate Analysis of Factors Associated with ≤30-Day Readmission After Discharge to Community 
  Full Sample Depression Schizophrenia Bipolar 
Characteristic RR (%) OR (CI) RR (%)    OR (CI) RR (%)   OR (CI) RR (%) OR (CI) 
Gender         
   Female 12.0 0.67 (0.64, 0.70)* 8.8 0.62 (0.57, 0.67)* 19.1 0.86 (0.79, 0.94)* 12.2 0.70 (0.65, 0.76)* 
   Male 17.0 1.00 (1.00, 1.00) 13.6 1.00 (1.00, 1.00) 21.6 1.00 (1.00, 1.00) 16.6 1.00 (1.00, 1.00) 
Age                 
18 - 24 10.6 0.61 (0.56, 0.66)* 6.4 0.46 (0.40, 0.54)* 19.1 0.83 (0.71, 0.96)* 10.9 0.65 (0.57, 0.75)* 
25 - 34 13.5 0.80 (0.75, 0.86)* 9.6 0.73 (0.64, 0.83)* 19.2 0.83 (0.73, 0.94)* 12.9 0.79 (0.70, 0.89)* 
35 - 44 15.8 0.97 (0.90, 1.04 12.3 0.95 (0.84, 1.08) 22.1 0.99 (0.88, 1.12) 15.0 0.94 (0.84, 1.06) 
55 - 64 16.1 0.99 (0.92, 1.07) 12.6 0.99 (0.87, 1.12) 20.7 0.91 (0.80, 1.05) 17.4 1.12 (0.98, 1.28) 
45 - 54 16.2 1.00 (1.00, 1.00) 12.8 1.00 (1.00, 1.00) 22.3 1.00 (1.00, 1.00) 15.8 1.00 (1.00, 1.00) 
65+ 12.6 0.74 (0.67, 0.82)* 11.7 0.91 (0.79, 1.05) 15.9 0.66 (0.52, 0.84)* 12.7 0.78 (0.64, 0.94)* 
Race           
Black/AA, non-Hispanic 16.4 1.17 (1.10, 1.24)* 11.3 0.99 (0.88, 1.12) 21.0 1.00 (0.91, 1.09) 13.4 0.90 (0.80, 1.01) 
Hispanic 12.8 0.88 (0.81, 0.95)* 9.6 0.83 (0.72, 0.94)* 19.0 0.88 (0.77, 1.00) 12.2 0.81 (0.70, 0.93)* 
Other 10.9 0.73 (0.63, 0.86)* 7.4 0.63 (0.46, 0.85)* 16.6 0.75 (0.58, 0.97)* 10.1 0.65 (0.49, 0.86)* 
White, non-Hispanic 14.3 1.00 (1.00, 1.00) 11.4 1.00 (1.00, 1.00) 21.0 1.00 (1.00, 1.00) 14.7 1.00 (1.00, 1.00) 
Health Insurance Type          
Medicare 18.9 2.27 (2.10, 2.46)* 15.9 2.59 (2.26, 2.98)* 22.7 1.25 (1.07, 1.46)* 18.3 2.02 (1.76, 2.31)* 
Medicaid 16.7 1.96 (1.82, 2.10)* 14.1 2.25 (1.99, 2.55)* 19.5 1.03 (0.89, 1.19) 16.7 1.82 (1.61, 2.04)* 
Dual Medicare/Medicaid 20.7 2.54 (2.36, 2.74)* 17.9 2.98 (2.59, 3.42)* 23.5 1.31 (1.14, 1.51)* 19.0 2.11 (1.86, 2.40)* 
Self-Pay 11.4 1.25 (1.14, 1.37)* 10.1 1.54 (1.34, 1.78)* 15.9 0.81 (0.65, 1.00) 11.4 1.16 (1.00, 1.35) 
Other 11.2 1.22 (1.11, 1.35)* 9.8 1.49 (1.29, 1.73)* 15.7 0.79 (0.64, 0.98)* 10.9 1.11 (0.94, 1.31) 
Commercial +/- other 9.3 1.00 (1.00, 1.00) 6.8 1.00 (1.00, 1.00) 19.0 1.00 (1.00, 1.00) 10.0 1.00 (1.00, 1.00) 
Managed Care         
Yes 16.7 1.27 (1.20, 1.33)* 13.8 1.41 (1.28, 1.55)* 20.2 0.96 (0.88, 1.05) 16.1 1.23 (1.12, 1.34 
No 13.6 1.00 (1.00, 1.00) 10.2 1.00 (1.00, 1.00) 20.8 1.00 (1.00, 1.00) 13.5 1.00 (1.00, 1.00) 
Length of Stay          
8+ days 18.3 1.75 (1.63, 1.89)* 16.3 2.37 (2.08, 2.70)* 19.9 0.76 (0.66, 0.88)* 18.1 1.62 (1.43, 1.83)* 
5-7 days 14.8 1.36 (1.27, 1.47)* 12.1 1.68 (1.48, 1.91)* 20.2 0.78 (0.67, 0.91)* 13.9 1.18 (1.04, 1.33)* 






  Full Sample Depression Schizophrenia Bipolar 
Characteristic RR (%) OR (CI) RR (%)    OR (CI) RR (%)   OR (CI) RR (%) OR (CI) 
1-2 days 11.3 1.00 (1.00, 1.00) 7.6 1.00 (1.00, 1.00) 24.5 1.00 (1.00, 1.00) 12.0 1.00 (1.00, 1.00) 
Admission prior 90 days          
Yes 28.4 3.68 (3.50, 3.86)* 26.1 4.43 (4.07, 4.83)I* 31.6 2.71 (2.49, 2.95)* 27.2 3.47 (3.19, 3.76)* 
No 9.7 1.00 (1.00, 1.00) 7.4 1.00 (1.00, 1.00) 14.6 1.00 (1.00, 1.00) 9.7 1.00 (1.00, 1.00) 
Admissions 1 year prior          
8+ 56.4 15.67 (13.98,17.57)* 55.1 20.50 (16.67,25.21)* 57.7 10.20 (8.41,12.36)* 56.3 14.69 (12.06,17.89)* 
5-7 39.6 7.93 (7.23, 8.69)* 39.0 10.69 (9.06,12.62)* 40.9 5.16 (4.42, 6.03)* 38.7 7.21 (6.15, 8.45)* 
4 30.1 5.22 (4.68, 5.81)* 27.3 6.29 (5.11, 7.73)* 32.7 3.64 (3.04, 4.35)* 29.6 4.80 (3.99, 5.77)* 
3 25.6 4.15 (3.79, 4.55)* 25.5 5.72 (4.86, 6.73)* 26.7 2.72 (2.33, 3.19)* 24.5 3.70 (3.16, 4.32)* 
2 19.7 2.97 (2.75, 3.22)* 18.8 3.87 (3.36, 4.45)* 22.7 2.19 (1.91, 2.52)* 18.0 2.50 (2.19, 2.86)* 
1 14.7 2.08 (1.95, 2.22)* 11.8 2.24 (1.99, 2.51)* 19.1 1.77 (1.57, 2.00)* 14.5 1.93 (1.73, 2.16)* 
0 7.6 1.00 (1.00, 1.00) 5.6 1.00 (1.00, 1.00) 11.8 1.00 (1.00, 1.00) 8.1 1.00 (1.00, 1.00) 
ER visit in prior 30 days          
Yes 23.9 2.19 (2.07, 2.31)* 20.4 2.49 (2.27, 2.74)* 30.6 1.95 (1.77, 2.15)* 22.5 2.07 (1.89, 2.26)* 
No 12.5 1.00 (1.00, 1.00) 9.3 1.00 (1.00, 1.00) 18.4 1.00 (1.00, 1.00) 12.3 1.00 (1.00, 1.00) 
ER visits 1 year prior          
>10 35.3 5.09 (4.55, 5.69)* 33.7 6.68 (5.51, 8.10)* 39.0 3.63 (2.96, 4.46)* 34.0 4.82 (4.00, 5.80)* 
8-10 33.5 4.71 (4.17, 5.32)* 34.0 6.79 (5.45, 8.46)* 40.0 3.78 (3.07, 4.66)* 27.6 3.55 (2.88, 4.39)* 
5-7 26.2 3.31 (3.03, 3.63)* 23.5 4.05 (3.44, 4.76)* 32.1 2.68 (2.28, 3.14)* 24.2 2.99 (2.57, 3.47)* 
4 22.1 2.65 (2.37, 2.96)* 19.5 3.19 (2.62, 3.90)* 26.8 2.08 (1.71, 2.53)* 20.8 2.46 (2.04, 2.97)* 
3 21.4 2.54 (2.31, 2.79)* 18.7 3.03 (2.56, 3.58)* 26.1 2.00 (1.68, 2.38)* 20.7 2.43 (2.08, 2.85)* 
2 17.4 1.96 (1.81, 2.13)* 13.8 2.10 (1.82, 2.42)* 24.0 1.79 (1.56, 2.05)* 16.3 1.81 (1.58, 2.07)* 
1 14.0 1.52 (1.42, 1.63)* 10.7 1.58 (1.41, 1.78)* 19.8 1.40 (1.24, 1.57)* 13.8 1.49 (1.33, 1.67)* 
0 9.7 1.00 (1.00, 1.00) 7.1 1.00 (1.00, 1.00) 15.0 1.00 (1.00, 1.00) 9.7 1.00 (1.00, 1.00) 
Comorbid Diagnosis     
Alcohol Abuse 15.1 1.07 (0.99, 1.14) 13.9 1.38 (1.24, 1.53)* 19.8 0.95 (0.80, 1.13) 15.2 1.11 (0.99, 1.24) 
Drug Abuse 15.2 1.08 (1.02, 1.14)* 11.9 1.12 (1.00, 1.25)* 21.3 1.05 (0.94, 1.17) 14.9 1.08 (0.98, 1.19) 
Diabetes 16.8 1.21 (1.11, 1.33)* 13.3 1.26 (1.07, 1.48)* 21.4 1.05 (0.91, 1.22) 16.0 1.17 (0.99, 1.39) 
CVD 17.3 1.31 (1.24, 1.39)* 13.8 1.37 (1.24, 1.51)* 22.6 1.16 (1.05, 1.28)* 16.8 1.27 (1.14, 1.41)* 
Asthma/COPD 17.6 1.29 (1.18, 1.41)* 14.1 1.36 (1.15, 1.60)* 22.4 1.12 (0.96, 1.31) 17.2 1.28 (1.10, 1.49)* 
Other Neurological 15.9 1.13 (1.00, 1.27)* 12.9 1.21 (0.97, 1.50) 18.5 0.87 (0.70, 1.08) 17.1 1.27 (1.04, 1.54)* 






  Full Sample Depression Schizophrenia Bipolar 
Characteristic RR (%) OR (CI) RR (%)    OR (CI) RR (%)   OR (CI) RR (%) OR (CI) 
Kidney or liver disease 20.9 1.58 (1.31, 1.90)* 21.6 2.26 (1.72, 2.97)* 19.6 0.94 (0.62, 1.42) 20.8 1.61 (1.16, 2.23)* 
Obesity 17.7 1.29 (1.15, 1.44)* 11.4 1.04 (0.82, 1.33) 23.5 1.19 (1.00, 1.42)* 17.6 1.32 (1.09, 1.59)* 
Fluid/electrolyte 
disorders  
16.2 1.15 (1.03, 1.29)* 14.5 1.39 (1.15, 1.69)* 18.6 0.88 (0.73, 1.05) 15.5 1.12 (0.92, 1.37) 
Psychoses +/- depression  20.4 1.53 (1.32, 1.78)* 10.5 0.94 (0.56, 1.59) 23.0 1.16 (0.98, 1.37) 11.4 0.78 (0.39, 1.56) 
*Statistical significance at (p < .05) for ≤30-day readmission. 
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Appendix Table  2: Unmodified Consolidated Framework for Implementation 
Research (CFIR) Constructs 
 Construct  Description 
I. INTERVENTION CHARACTERISTICS 
A Intervention Source 
Perception of key stakeholders about whether the intervention is 
externally or internally developed. 
B 
Evidence Strength & 
Quality 
Stakeholders’ perceptions of the quality and validity of evidence 
supporting the belief that the intervention will have desired outcomes. 
C Relative Advantage 
Stakeholders’ perception of the advantage of implementing the 
intervention versus an alternative solution. 
D Adaptability 
The degree to which an intervention can be adapted, tailored, refined, or 
reinvented to meet local needs.  
E Trialability 
The ability to test the intervention on a small scale in the organization, 
and to be able to reverse course (undo implementation) if warranted. 
F Complexity 
Perceived difficulty of implementation, reflected by duration, scope, 
radicalness, disruptiveness, centrality, and intricacy and number of steps 
required to implement.   
G 
Design Quality & 
Packaging 
Perceived excellence in how the intervention is bundled, presented, and 
assembled. 
H Cost 
Costs of the intervention and costs associated with implementing the 
intervention including investment, supply, and opportunity costs.  
II. OUTER SETTING 
A 
Patient Needs & 
Resources 
The extent to which patient needs, as well as barriers and facilitators to 
meet those needs, are accurately known and prioritized by the 
organization. 
B Cosmopolitanism 
The degree to which an organization is networked with other external 
organizations. 
C Peer Pressure 
Mimetic or competitive pressure to implement an intervention; typically, 
because most or other key peer or competing organizations have already 
implemented or are in a bid for a competitive edge. 
D 
External Policy & 
Incentives 
A broad construct that includes external strategies to spread 
interventions, including policy and regulations (governmental or other 
central entity), external mandates, recommendations and guidelines, pay-
for-performance, collaboratives, and public or benchmark reporting. 








The nature and quality of webs of social networks and the nature and 
quality of formal and informal communications within an organization. 




The absorptive capacity for change, shared receptivity of involved 
individuals to an intervention, and the extent to which use of that 
intervention will be rewarded, supported, and expected within their 
organization. 
   1 
Tension for 
Change 
The degree to which stakeholders perceive the current situation as 
intolerable or needing change. 
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   2 Compatibility 
The degree of tangible fit between meaning and values attached to the 
intervention by involved individuals, how those align with individuals’ 
own norms, values, and perceived risks and needs, and how the 
intervention fits with existing workflows and systems. 
   3 Relative Priority 
Individuals’ shared perception of the importance of the implementation 
within the organization. 




Extrinsic incentives such as goal-sharing awards, performance reviews, 
promotions, and raises in salary, and less tangible incentives such as 
increased stature or respect. 
   5 
Goals and 
Feedback 
The degree to which goals are clearly communicated, acted upon, and fed 
back to staff, and alignment of that feedback with goals. 
   6 Learning Climate 
 A climate in which: a) leaders express their own fallibility and need for 
team members’ assistance and input; b) team members feel that they are 
essential, valued, and knowledgeable partners in the change process; c) 
individuals feel psychologically safe to try new methods; and d) there is 




Tangible and immediate indicators of organizational commitment to its 
decision to implement an intervention. 
   1 
Leadership 
Engagement 
Commitment, involvement, and accountability of leaders and managers 
with the implementation. 
   2 
Available 
Resources 
The level of resources dedicated for implementation and on-going 
operations, including money, training, education, physical space, and 
time. 




Ease of access to digestible information and knowledge about the 
intervention and how to incorporate it into work tasks. 
IV. CHARACTERISTICS OF INDIVIDUALS 
A 
Knowledge & 
Beliefs about the 
Intervention 
Individuals’ attitudes toward and value placed on the intervention as well 
as familiarity with facts, truths, and principles related to the intervention.  
B Self-efficacy 
Individual belief in their own capabilities to execute courses of action to 
achieve implementation goals. 
C 
Individual Stage of 
Change 
Characterization of the phase an individual is in, as he or she progresses 





A broad construct related to how individuals perceive the organization, 




A broad construct to include other personal traits such as tolerance of 
ambiguity, intellectual ability, motivation, values, competence, capacity, 
and learning style. 
V. PROCESS 
A Planning 
The degree to which a scheme or method of behavior and tasks for 
implementing an intervention are developed in advance, and the quality 
of those schemes or methods. 
B Engaging 
Attracting and involving appropriate individuals in the implementation 
and use of the intervention through a combined strategy of social 
marketing, education, role modeling, training, and other similar activities. 
  
250 
   1 Opinion Leaders 
Individuals in an organization who have formal or informal influence on 
the attitudes and beliefs of their colleagues with respect to implementing 
the intervention. 






Individuals from within the organization who have been formally 
appointed with responsibility for implementing an intervention as 
coordinator, project manager, team leader, or similar role. 
   3 Champions 
“Individuals who dedicate themselves to supporting, marketing, and 
‘driving through’ an implementation”, overcoming indifference or 
resistance that the intervention may provoke in an organization. 
   4 
External Change 
Agents 
Individuals who are affiliated with an outside entity who formally 
influence or facilitate intervention decisions in a desirable direction. 




Quantitative and qualitative feedback about the progress and quality of 
implementation accompanied with regular personal and team debriefing 
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This case study protocol was developed using guidance provided by Chandler, C.I.R., 
and Reynolds, J. (2013) ACT Consortium Guidance: Qualitative Methods Protocol 




Background and Rationale 
People with a primary diagnosis of a severe behavioral and co-occurring, secondary 
medical illnesses face a considerable burden of disease, and potential suffering as a result 
of symptoms associated with their multiple diagnoses.  Behavioral illness exacerbates 
morbidity from the multiple chronic diseases with which it is associated, including 
cardiovascular disease, diabetes, obesity, asthma, epilepsy, and cancer (40).  An 
estimated 68% of all adults with a behavioral illness also have a serious co-occurring 
medical condition (16,22).  The co-occurrence of behavioral and medical  symptoms is 
associated with increased morbidity, functional impairment, decreased quality and length 
of life, and elevated individual and societal costs (16).  Individuals with a severe 
behavioral and co-occurring, secondary medical illness are less likely than the general 
population to receive preventive care such as immunizations and cancer screenings, and 
receive worse quality of care across a range of services (16).  They are frequently seen in 
emergency and inpatient hospital settings, as well as outpatient clinics, and are expensive 
to treat (75).  Research has shown that medical costs for individuals with a co-occurring 
behavioral illness can be 2-3 times higher than treatment costs for individuals without 
(76).  In 2012, additional healthcare costs incurred by individuals with severe behavioral 
and co-occurring, secondary medical illness were estimated to be $293 billion across 
commercially-insured, Medicaid, and Medicare beneficiaries in the United States (76).   
Thirty-day readmission rates represent an important, if imperfect, proxy measure for 
success of in/outpatient care, care coordination and transition of patients (10,11).  
Furthermore, readmissions are common among individuals with co-occurring behavioral 
and medical illness (12,13).  In 2008, the Centers for Medicare and Medicaid Services 
(CMS) began publicly reporting hospital readmission rates in Hospital Compare (214) 
and in 2013 began to penalize hospitals with higher than expected rates (13).  Behavioral 
health admissions are not yet targeted, but it is expected that they will inevitably be so 
stimulating the development of programs and interventions designed to reduce 30-day 
readmissions among individuals with a severe behavioral and co-occurring, secondary 
medical illness (13).   
Patient and systems level risk factors contributing to increased rates of 30-day 
readmissions are well documented in scientific literature (11,14,15).  Furthermore, 
evidence-based models of care exist for reducing 30-day readmissions; however, system-
wide implementation of these programs within large hospital and clinical groups has been 
limited.  Successful programs rely heavily on collaborative and coordinated care for 
patients across clinical domains (primary care, behavioral health, social services, etc.).  
However, much of the American health care system remains fragmented.  Providers, 
outpatient clinics and inpatient practices frequently operate independently and in isolation 
(16).   
To incorporate evidence-based interventions aiming to reduce 30-day readmissions 
within large, geographically diverse health care systems, there is a need for systems-level 
analyses to better understand the relationships among patient demographic and clinical 
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factors, patient management strategies, hospital policies, local care system context, and 
their impacts on readmissions and emergency room care (17).  The proposed study seeks 
to fulfill this need.   
Utilizing principles of the Consolidated Framework for Implementation Research (CFIR), 
in conjunction with Robert K. Yin’s case-study methodology, this work will explore 
systems level implementation issues affecting quality of care for individuals with a 
principal diagnosis of serious mental illness, and secondary co-occurring medical illness 
within the context of the Hospital Corporation of America (HCA).  HCA is a large, 
geographically diverse hospital system with over 165 hospitals, 229 emergency rooms, 
41 inpatient psychiatric units, and 5 psychiatric hospitals throughout the United States. 
Quantitative data from HCA will be triangulated with in-depth qualitative interviews of 
corporate leaders, service providers and community organizations operating in two 
geographically distinct divisions in order to examine systems level implementation issues 
that affect 30-day readmission rates among individuals with a severe behavioral and co-
occurring, secondary medical illness.  
Conceptual Framework 
The Consolidated Framework for Implementation Research (CFIR) model will be used to 
guide a majority of the case study inquiry, data collection and analyses.   The CFIR is 
composed of five domains and 39 corresponding sub-constructs which have been 
associated with effective implementation (189). The five domains include: (1) 
intervention, (2) inner setting, (3) outer setting, (4) individuals involved, (5) process by 
which implementation is accomplished (189).  The CFIR provides structure for 
approaching complex, interacting, multi-level social and behavioral theories by 
consolidating, key constructs    
from published 
implementation theories 
(190).  It is ideal for use 
in formative evaluations 
involving multiple 
settings such as this 
research (189).  It is not 
practical to assess all 39 
constructs in a single 
study.  It is common for 
investigators to focus on 
a specific subset of 
constructs when 
designing evaluations.  
This line of work is no 
exception.  Constructs 
exploring fidelity to 
Consolidated Framework for Implementation Research 
Conceptual Model for Implementation Research (CFIR) 
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system-wide programs and policies, potential predictors of high and low-readmission 
rates, facility-level best practices for reducing early readmissions, and the role 
community organizations play in development and implementation of best practices will 
be selected upon consultation with HCA and HPHCI leadership.    
 
Elements of the Community Readiness Model (CRM) will be incorporated into this case 
study to fill gaps in the CFIR framework (191).  The CRM includes a framework for 
assessment of current status and identification of best practices among programs in place 
at all levels of the targeted community (HCA) which are not included in the CFIR (191).  
To fill this gap, one additional construct entitled “Knowledge of Current Efforts and 
Situation” will be added to the framework to (a) understand what programs and policies 
exist at case study hospitals related to continuity of care and daily operations, and what 
level of knowledge staff possess of these activities, (b) assess the existence and efficacy 
of initiatives at hospitals that were designed to reduce readmissions, and (c) assess 
fidelity to programs or initiatives in place.    
 
The following theoretical model will guide this work.  It displays how the modified CFIR 
will be used to gather data on facility efforts focused on reducing readmissions, how 
these efforts are impacted by individuals and activities at multiple levels of the 
conceptual model, and finally how all data gathered was used to develop facility specific 






Theoretical Model & Corresponding Constructs 
Outer Setting 






• Community mental health providers
• Care management programs






• Emergency Department (ED)
• Inpatient Psychiatric




• Emergency Dept: nurse triage, doctors, nurses, discharge coordinators, social workers
• Inpatient Medicine: doctors, nurses, discharge coordinators, social workers




• External Change Agents and Engaging (CFIR)
• Implementation Climate & Tension for Change (CFIR)
Assessment Domains
• Leadership engagement (CFIR)
• Structural characteristics (CFIR)
• Patient needs & resources (CFIR)
• Implementation Climate 
&Tensions for change (CFIR)
Information gathered 
informs











• Knowledge of current 
efforts (CRM)
Assessment Domains
• Leadership engagement (CFIR)
• External policies and incentives (CFIR)
• Patient needs & resources (CFIR)
• Tensions for change (CFIR)
 
Case Study Conceptual Model 
A conceptual model has been developed to illustrate the interplay between system- and 
individual-level factors impacting early readmissions among individuals with a serious 
mental illness and co-occurring medical illness.  The five-level figure broadly models the 
interplay between factors associated with early readmission and federal and state policies, 
the HCA hospital system, the local community, the facility/hospital and patient 
characteristics.  The model portrays broad levels of directionality; however, the 
relationship between individual variables in each layer is complex and many are inter-
related and dependent on each other. 
 
Federal and state policies are encompassed in the broadest level of the model as they play 
a large role in individual- and system-level outcomes.  Variables in this level include the 
presence of Medicaid expansion, state level legislation surrounding involuntary 
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admission, and the level of engagement between local policy makers and community and 
facility leadership.  
 
The HCA corporate entity is displayed as a broader circle enveloping community, as 
HCA has a presence in multiple states throughout the country.  HCA is not directly 
involved in state politics.  However, HCA’s market share and business presence in case 
study states may make them a factor in legislative decision making. Variables in this 
level impacting readmissions include corporate-level engagement with facility employees 
and local policy makers, development of system-wide initiatives to reduce readmissions, 
and allocation of corporate funds for improvement of facility infrastructure, staff training, 
and programmatic support.   
 
In each case study, “community” is conceptualized as the immediate local area in which 
each facility is located.  Case studies analyze outpatient resources available to and 
utilized by community residents and how they are impacted by the other entities in the 
model.  Variables impacting readmissions include patient access to outpatient behavioral 
and primary care, presence and condition of temporary housing, law enforcement 
attitudes, and level of engagement with facility leadership and local policy makers.   
 
Hospital/facility-level variables impacting readmissions are located in the “facility” ring 
and include level of engagement with the surrounding community, local policy makers, 
presence of on-site outpatient services offered to patients, clinician-to-patient ratio and 
ability to recruit and retain qualified personnel.  Patient-level variables impacting 
readmissions are located in the innermost ring and include the presence of prior 
readmissions, prior utilization of the emergency department, income, gender, insurance 












Research Question and Specific Aim 
Research Question: What are the key constructs within hospital policies, inpatient 
treatment, outpatient care, and community services that drive variations in quality of care 
and predict early (≤30-day) readmission among individuals diagnosed with a severe 
behavioral illness, and a secondary, co-occurring medical disease?   
Specific Aim: Via key-informant interviews, site observations, and document review, 
identify key constructs that affect the interplay between hospital policies, inpatient 
treatment, outpatient care, community programs and the role they play in early (≤ 30-day) 
readmissions after an index psychiatric admission among mentally ill individuals 
diagnosed with a secondary medical disease within the Hospital Corporation of America 
(HCA) system.  
Objectives 
1. Explore hospital fidelity to system-wide programs and policies.  
2. Assess the role local organizations play in the success of these policies.  
3. Identify systems level predictors differentiating high and low performing 
hospitals. 
4. Identify best practices and develop policy recommendations aimed at reducing 
early readmissions among the target population. 
Study Setting 
This case study will be conducted in collaboration with the Harvard Pilgrim HealthCare 
Institute (HPHCI) and the Hospital Corporation of America (HCA).  The Harvard Pilgrim 
HealthCare Institute’s (HPHCI) Department of Population Medicine is a collaboration 
between Harvard Pilgrim, a health insurance company based in Wellesley, Massachusetts 
and Harvard Medical School. HPHCI’s mission is to improve health care delivery and 
population health through innovative research and teaching.   
The Hospital Corporation of America is a private healthcare system, comprising 165 
hospitals, 229 emergency rooms, 115 freestanding surgery centers in over 20 states. HCA 
provides approximately 4-5% of all U.S. inpatient care. The HCA Behavioral Health 
service line includes 41 inpatient psychiatric units, five psychiatric hospitals, and over 
2,800 inpatient beds, which accounted for over >105,000 admissions in 2015.      
HPHCI and HCA have entered into a formal, multi-year partnership with an established 
framework for conducting collaborative work in areas of mutual interest and strategic 
opportunity, including research, public health, quality improvement and evaluation with 
the aim of creating a learning health care system (187).  As a result of the research 
collaboration, HPHCI has access to all HCA electronic data captured relative to 




This work uses Robert K. Yin’s case study methodology and takes the form of an 
embedded, multiple-case design (2 total cases), modified to fit within the singular HCA 
context.  Using data from a system-wide analysis of HCA EMR data, I will identify two 
geographic locations as “cases” to further contextualize readmissions patterns observed in 
the full data-set.   
The two selected cases will be located in different states.  Each case will analyze the 
interplay between federal, state and hospital level policies, inpatient treatment, outpatient 
care, community programs and the role they play in ≤ 30-day readmissions. Case study 
data in the form of document review, key informant interviews (KII) and site 
observations (SO) will be gathered from HCA corporate headquarters as well as two 
HCA hospitals and an estimated three community organizations per case.   
Geographic Site Selection: 
Study activities (key informant interviews, site observations and document reviews) will 
be conducted in two geographically distinct divisions at a total of 4 hospitals, and at least 
2 community organizations, to ensure a purposeful sample for analysis of key constructs.  
Case study locations will be selected based on a combination of hospital-level 
readmission rates, proximity to other HCA hospitals and divisions, proximity to non-
HCA hospitals, and access to community resources.  Only hospital clusters in urban or 
suburban areas, with 100 or more admissions for a serious mental illness in 2014 will be 
eligible to serve as sites order to ensure appropriate diversity of patient population and 
adequate breadth of provider experience.  To select hospital sites, clusters of hospitals 
within all HCA divisions will be mapped to facility-level readmission rates using data 
from the HCA EMR. The two hospitals in each cluster with the highest and lowest 30-
day readmission rates will be eligible to serve as study sites.  Readmission rate maps are 
included in the appendix.   
Community organizations, external stakeholders and respective interviewees will be 
identified via corporate and hospital interviews, snowball sampling and internet searches.  
Community organizations are defined in this context as entities separate from HCA 
hospitals which contribute to improved coordination and care for patients with a 
behavioral illness.  They may include group practices, community mental health 
providers, or payers using innovative methods to improve outcomes.  An estimated three 
community organizations within each geographic cluster will be selected to participate in 
this study.  External stakeholders may take the form of individuals at the academic level 
with extensive knowledge of the behavioral health field, or they may be employed by 
organizations identified as delivering high quality care to the target patient population 
throughout the country.  If further data is needed from KII interviews, it is possible that 
more community organizations may be added to the study.   
The figure below provides a flow diagram of all case study activities.   
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Retrospective analysis of HCA EMR data to identify:  
(a) predictors of early readmission (b) case study sites
Identify Case 2 
Geographic Region B
Identify Case 1 
Geographic Region A
KII & SO at 
Hospitals 
1 & 2
KII & SO at 
Community 
Orgs
KII & SO at 
Hospitals 
3 & 4
KII & SO at 
Community 
Orgs
Triangulate qualitative case study data from cases 1 & 2 with document review and to assess key 
constructs affecting the interplay between federal, state and hospital policies, inpatient 
treatment, outpatient care, community programs and their role early in readmissions.  
Document Review 
(Corporate & Division & Hospital Level)
 
Field Methods 
To fulfill the specific aim of this proposed research, I will conduct (1) key informant 
interviews, (2) site observations and a (3) document review to explore the relationship 
between hospital, community-level and system wide policies and programs and their 
relationship to 30-day inpatient readmission rates identified during analyses of HCA 
EMR data.   
Key Informant Interviews 
A series of semi-structured, open-ended key informant interviews (N=48) will be 
conducted at the HCA corporate, division and hospital levels as well as with 
organizations external to HCA in order to assess the full spectrum of policies and 
programs which impact readmissions.  The interviews will explore expected and 
unexpected patterns in the following CFIR & CRM constructs:  
1. Best practices & knowledge of current efforts to reduce readmissions 
2. Role community organizations play as external agents of change 
3. Hospital fidelity to hospital and system-wide programs and policies 
4. Leadership engagement in readmissions among the target population 
5. Structural characteristics of facilities affecting readmission rates 
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6. Patient needs and resources 
7. Tensions for change internal and external to HCA hospital sites 
8. External policies and incentives 
KIIs are an appropriate method to understand these issues because they elicit information 
from individuals who observe these phenomena daily, and have an in-depth knowledge of 
the patient population being studied. 
Participants 
Individuals employed by each of the four selected HCA hospitals, external stakeholders, 
organizations and corporate level leaders will be selected to participate using 
convenience and snowball sampling.  I plan to complete at least 48 KIIs with individuals 
from the following entities:  
HCA Hospital & Corporate Level Local Stakeholders 
• Emergency department 
• Inpatient psychiatric 
• Inpatient medicine (all services) 
• Hospital leadership 
• Corporate service line leaders 
• HCA Corporate 
• Insurance (Private) 
• Medicare/ Medicaid 
• Community mental health providers 
• Care management programs 
• State and local health agencies 
• Legislators 
Upon identification of study sites, I will map the environment internal and external to my 
selected sites in order to more appropriately target my key-informants in each market.   
The proposed sample of 48 interviewees was chosen to reflect a variety of opinions and 
viewpoints.  At this time it is anticipated that the sample will be large enough to 
adequately capture most or all perceptions related to behavioral health readmissions 
among individuals with co-occurring medical illness.  However, if new pieces of 
information arise from every interview, without repetition, I will conduct additional 
interviews as needed.  Conversely, if my sample is too large and the data becomes 
repetitive and superfluous, I will decrease my number of proposed interviews.   
Inclusion criteria 
Any individual employed by identified target organizations over the age of 18 who 
speaks English as either a primary or secondary language will be eligible to participate. 
Exclusion criteria 
Individuals under the age of 18, and those unable to speak English at a level adequate for 






I will conduct 48 KIIs with different target populations including individuals employed 
by each of the targeted HCA hospitals (24 interviews), individuals employed by local 
community stakeholders (18 interviews), and key corporate and national stakeholders (6 
interviews). 
Sample Selection 
Individuals employed by each of the four selected HCA hospitals, external stakeholders, 
organizations and corporate level leaders will be selected to participate using 
convenience and snowball sampling.  The first round of key informants at each site will 
be identified initially using convenience sampling (HCA corporate will recommend 
individuals I should speak to).  Upon completion of all interviews I will ask who else in 
the hospital I might contact in order to obtain more information and from there snowball 
sampling will be used to identify additional key informants.  I will use similar methods 
with external stakeholders.  I will identify one key leader to interview at each 
organization via convenience sampling, and after initial interviews will identify and 
access additional key informants and other stakeholder organizations through contacts 
provided by initial informants. 
Key Informant Participant Recruitment 
All potential interviewees (HCA Employees and External Stakeholders) will be contacted 
initially by email (if email available) with a request to participate by Sarah Gees 
Bhosrekar (Field Research Lead).  The field research lead will include the participant 
information page (Appendix Figure 1) as an attachment to this recruitment email.  If no 
response is received within 48 hours then the field research lead will call the  potential 
interviewee and verbally request participation in the study.  She will provide information 
included in the participant handout, and request that it also be emailed to the potential 
interviewee for review.  If potential interviewees are willing to participate the field lead 
will schedule a time to either meeting with them in person or talk over the phone to 
conduct the interviews.     
Please see Appendix Figure 2 for a full SOP entitled Standard Operating Procedures: 
Recruitment of Hospital Sites and Key Informants and Appendix Figure 3 for a Key 
Informant Recruitment Log. 
Consent process 
Sarah Gees Bhosrekar will conduct all key informant interviews.  A modified consent 
process was requested of and approved by the Harvard Pilgrim Health Care (HPHC) 
Institutional Review Board (IRB).  Oral/verbal consent will be obtained and documented 
in the research record.  Consent will be implied by voluntary completion of the key 
informant interview.  A written statement about the study will be given to all key 
informants prior to completion of the interview. Ideally all interviews will be conducted 
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in-person.  However, if time at each site does not allow for all interviews to be 
completed, they will be conducted over the phone on an as needed basis.   
 
Please see Appendix Figure 4 for a full SOP entitled Standard Operating Procedure: 
Completing Key Informant Interviews.  
Organizing the Interview & Consent 
All interviews will take place in private enclosed rooms to protect interviewee 
confidentiality and minimize interruptions.  Information about the objective of the 
interview and overall study will be provided to each participant at the start of each 
session. Confidentiality and anonymity will be explained. Each participant will be 
informed that all interviews will be recorded using a digital tape recorder, and that all 
responses will be anonymous.  
Key informants will not receive compensation for their time.   
Please see Appendix Figure 4 for a full SOP entitled Standard Operating Procedure: 
Completing Key Informant Interviews.  
Interview Guide 
During each interview, the interview will serve as a guide for the conversation; however, 
as interviews are semi-structured all lines of discussion relevant to 30-day readmissions 
among individuals with severe behavioral and co-occurring, secondary medical illness 
will be explored. A draft of the full interview guide can be found in Appendix Figure 5.  
The interview guide will be modified after completion of pilot interviews.    
Recording Interviews 
A tape recording will be made of the interview and the field research lead will make 
notes of the responses and non-verbal behavior during the interview as well as notes 
about the setting and atmosphere of the interview. 
Interview Summary Forms 
On completion of the interview, the field research lead will immediately complete a “Key 
Informant Interview and Site Observation Summary Form” (Appendix Figure 6).  This 
form will be typed into a computer file, labeled with the identity number of the 
interviewee, and stored with the audio file.  Interview summary forms will be circulated 
to investigators prior to all group de-brief meetings.  
Team Debriefing Sessions 
Weekly debriefing sessions will occur with all HPHCI study personnel to review 
progress.  Interview summaries will be used for reference during the meetings. The 
purpose of the debriefing meetings is: 
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• For investigators to update each other on progress with data collection 
• For investigators to discuss key findings from data collection so far, including 
differences and similarities 
• For investigators to discuss how preliminary findings might feed into intervention 
design 
• For investigators to discuss any problems/changes with the topic guides 
• For investigators to get an idea of whether new ideas are still emerging or if 
saturation has been reached on key topics 
Minutes summarizing key points of discussion, decisions and new lines of questioning 
will be kept by the Co-I/PM. 
Site Observations 
Purpose 
Site observations, conducted via tours of each facility will serve as second source of data.  
They will be conducted at both hospitals in each of the two geographic locations, on the 
same date as the key-informant interviews.  The purpose of these observations is to 
provide insight that may be hard for hospital personnel and key informants to articulate or 
pinpoint due to familiarity with their daily practice.  
 
Participants 
Hospital personnel (likely one of the key-informants) will conduct tours of relevant 
portions of their facilities.  This may include emergency and psychiatric departments, 
waiting rooms, and/or “tours” of technological systems used to monitor patients. During 
tours of the sites, the field research lead will spend time observing different units with the 
selected hospitals taking notes on process flow, characteristics of the space, and general 
operations.  The field research lead will also conduct real-time informal interviews with 
key personnel at each site who works in close proximity to the study population.  This 
may include, but is not limited to reception staff,  
Sample Size 
I will conduct four site observations during the course of this research.  One observation 
per hospital identified as case study sites.   
Sample Selection 
To select hospitals for site observations clusters of hospitals within all HCA divisions 
will be mapped to facility-level readmission rates using data from a prior extraction of 
HCA EMR data. The two hospitals in each cluster with the highest and lowest 30-day 
readmission rates will be eligible serve as qualitative sites.  It is known patients may seek 
repeat care at hospitals different than those at which they received treatment for their 
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index admission. Research has shown that this occurs among approximately 20-30% of 
all adult patients, for all causes of readmission (184,185).  Rates tend to vary by disease, 
for-profit hospital status, race and a variety of other factors (184–186).  Centers for 
Medicare and Medicaid Services (CMS) track this occurrence among Medicaid patients 
for four select conditions (acute myocardial infarction, congestive heart failure, chronic 
obstructive pulmonary disease and pneumonia).  Data on readmissions for these four 
conditions is reported publicly and is used to calculate financial penalties placed on 
hospitals with higher than expected readmission rates (107,108).  Furthermore, hospitals 
and hospital systems such as HCA, receive data from CMS calculating rates of out of 
system utilization for repeat admissions and ED use.  While this data only exists for the 
four stated health conditions, it can serve as a proxy for behavioral health data and 
corresponding out of system utilization rates for patients with a mental illness seeking 
inpatient care at hospitals offering both medical and psychiatric care.  To address this 
phenomenon among my patient population, HCA hospitals with ≤ 30% of Medicaid 
patients going to other hospitals for CMS reported conditions will be eligible for 
selection as study sites.  Furthermore, none of HCA’s freestanding psychiatric facilities 
will be eligible for selection as Medicaid out-of-system-utilization data (which is 
calculated using medical illnesses) cannot reliably serve as proxy data.   
Permission and Invitation 
To gain permission to enter each of the hospital sites, and conduct observations, Sarah 
Gees Bhosrekar will work with her counterpart at HCA to secure the necessary legal 
agreements.  These agreements include (1) data confidentiality agreement, and a (2) 
travel agreement.  Once HCA corporate has granted approval for Sarah to proceed with 
facility level site visits, her request will be brought to the HCA regional council for each 
respective study site.  The local council will approve/deny her request to conduct site 
observations.  Finally, hospital leadership will be notified by HCA corporate of the 
regional council’s decision and organize the tours.  
Please see Appendix Figure 2 for a full SOP entitled Standard Operating Procedures: 
Recruitment of Hospital Sites and Key Informants.  
Observation Procedures 
Site observation will involve the field research lead observing the activities and process 
flow of individuals intimately involved with inpatient and ED management of individuals 
with severe behavioral and co-occurring, secondary medical illness. The field research 
lead will attempt to capture in field notes a detailed description of activities relating 
management of these patients, the process patients follow when presenting for care at an 
HCA facility, how these activities are carried out by different hospital personnel, and 
finally how different physical objects and space affect quality of care.  The field research 
lead will principally be observing activities and interactions, but will also ask questions 
for clarification and will ask different hospital personnel about their practices, seeking to 




I will use a site observation tool initially developed by the ACT Consortium12 to capture 
data observed during facility tours.  This tool has been modified to fit the needs of this 
study and to work within the CFIR and CRM theoretical models.  It is displayed in 
Appendix Figure 6.  Data will be gathered across each of the selected CFIR constructs 
pertaining to this body of work.  All data gathered in these tools will be compiled in the 
case study database, to be stored at the Harvard Pilgrim Institute.  This data will serve to 
bolster data gathered on fidelity to hospital and system-wide policies and procedures, 
predictors differentiating high and low performing hospitals and programmatic best 
practices. 
Team Debriefing Sessions 
Weekly debriefing sessions will occur with HPHCI study personnel and investigators to 
review study progress.  Site observation summaries will be used for reference during the 
meetings. The purpose of the debriefing meetings is: 
• For investigators to update each other on progress with data collection 
• For investigators to discuss key findings from data collection so far, including 
differences and similarities 
• For investigators to discuss how preliminary findings might feed into intervention 
design 
• For investigators to discuss any problems/changes with the topic guides 
• For investigators to get an idea of whether new ideas are still emerging or if 
saturation has been reached on key topics 
Minutes summarizing key points of discussion, decisions and new lines of questioning 
will be kept by the Co-I/PM. 
DATA MANAGEMENT AND ANALYSIS 
Data Handling and Data Entry 
File Names 
Each key informant interview site observation will be assigned a unique 3-digit 
identifying number. This will be written on the interview summary form, in notes taken, 
and will be used to name audio files and transcript documents.   Sarah Gees Bhosrekar 
will assign study IDs to all participants and will maintain the linking codes.  Linking 
                                                 
12 The ACT Consortium is a Global Research Partnership comprised of public health institutions in 
the United States, Europe, Africa and Asia.  Scientific oversight of this collaboration is based out of 




codes will be stored in her personal HPHCI network F-Drive private folder to which only 
she has access. The table below below details naming conventions.    
File Naming Conventions 
Type of data 
collection 
Facility Type Number of 
interview 
KII • H (Hospital)  
• CS (Community Stakeholder) 
• CL (Corporate Stakeholder) 
001 - 048 
SO  001 - 004 
 
During Field Work 
All notes and audio files will be kept on the person of Sarah Gees Bhosrekar at all times 
or in a locked vehicle or room. Participants and non-participants will not be allowed to 
view the notes at any time and content of discussions and interviews will not be revealed 
to anyone else. 
Interviews 
Names of interviewees will not be used at any stage of the data collection process. Pre-
determined identification numbers will be used on data collection form (topic guide and 
notes); Audio recordings will not start until the interviewee has given consent and will 
not record their name. 
Site Observations 
SGB will generate a code or employ a pseudonym for each site for use in all fieldnotes 
and computer-based records. The names of facilities will not be noted at any time.  
After the Field13 
Short summaries of fieldwork observations and of each interview will be typed into Word 
and shared only within the research team on a frequent basis. Researchers will type their 
detailed field notes directly into NVivo for coding as soon as possible after the interview 
takes place. All paper and soft copies of field notes, audio files, contact summary form, 
and any other notes will be kept securely and if in digital format will be on a password 
protected computer, backed up regularly and only shared within the study team 
                                                 
13 Language on transcription and coding protocol has been adapted directly from the Chandler, C.I.R., 
and Reynolds, J. (2013) ACT Consortium Guidance: Qualitative Methods Protocol Template with 
example Tools and SOPs.  Descriptions of coding and analytic techniques have been altered to fit the 
initial context of this study, and will be further modified prior to publication.    
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Transcription and Translation 
Transcription 
All interviews will be recorded, transcribed, coded, and analyzed using theory and 
recommendations of the consolidated framework for implementation research (CFIR).  
Audio recordings will be listened to carefully and then transcribed into Word by Anita’s 
Quality Transcripts.  When sent back to Sarah Gees Bhosrekar, they will be ready for 
exporting to NVivo (QSR International, Cambridge, MA) qualitative data management 
software for coding and analysis. All typed records will be kept in password protected 
computer hard drives and in a password-protected back-up drive.  A standardized layout 
will be applied to all transcripts to facilitate the comparison of data at the analysis stage 
(215). This will include a summary of quantitative data to describe the participant’s 
demographic characteristics, the location and other key information to situate the 
interview.  
For this study, the transcription method will reflect the interpretative approach 
underpinning the qualitative research, striving to convey as fully as possible the 
experiences and representations of the participants (216).  This will include word-for-
word transcription, recording all hesitations, pauses, utterances, cross-talking and 
incomplete sentences. An agreed set of notations will be applied to indicate these (see 
Appendix Figure 8: Standard Operating Procedures for Transcription). Major 
interruptions by other people or telephones will be recorded to contextualize any breaks 
in speech or repetitions. However, minor interruptions will not be recorded in order to 
ensure the flow of the transcript supports interpretation and analysis (215). The 
transcription will be proof-read against the audio file by both the transcriber and Sarah 
Gees Bhosrekar to check for accuracy, identify any missed or misheard words and to 
clarify any areas of confusion or unclear terminology (217).  All queries and changes will 
be made using MS Word’s track changes tool. An agreed cleaned version of the 
transcription will be created, ready for translation.  
Cross-checking 
Selected transcripts will be checked by a member Sarah Gees Bhosrekar’s doctoral 
committee by listening to sections of the recordings and cross-checking the transcription, 
and cross-checking these with the original language texts.  If errors are identified the 
entire file will be sent back for re-transcription and the cycle of cross-checking will recur. 
If minor errors occur in cases where transcription or meaning is unclear, the 1st reader on 
the doctoral committee will discuss with the field research lead to agree on a transcription 
or translation. If a clear transcription cannot be agreed, or if the speech or phrase is 







Field notes will be coded, as they are entered into NVivo. This will enable ongoing 
analysis and reflection on the purposes and findings of the research. This coding will 
group the descriptions of observations and informal conversations into themes. 
Transcripts will be coded line-by-line, in line with CFIR and CRM constructs.(218)   
A coding template will be developed from early transcripts, and will be used to code later 
transcripts in an on-going process as data is collected.  As more transcripts are coded, the 
template will be further refined to reflect any new emerging ideas or themes. On-going 
analysis will be characterized by frequently going back to the original transcripts to 
ensure text is coded within context.  Coding will be carried out using qualitative data 
analysis software, NVivo (QSR International, Cambridge, MA).  
Please see Appendix Figure 9 for a full SOP entitled Standard Operating Procedures: 
Data Coding and Analysis. 
Organizing the Data 
Data files will be imported into new QSR NVivo project, where all transcriptions, contact 
summaries and audio files will be filed. 
Initial Coding 
A selection of two or three transcripts will be chosen at random for each of the four sub-
groups (KIIs with HCA hospital staff, KIIs with community stakeholders, KII’s with 
corporate leadership, KIIs with leaders in the field).  These transcripts will be used to 
generate a coding template for the remaining data.  Different coding structures should be 
developed for each sub-group. 
Coding will be conducted by reading the data line by line, to identify the underlying 
construct behind the statement.   
Creating a Coding Template 
After the initial coding has been completed on the sample of transcripts to committee 
members will discuss with the team the emerging coding structure, to decide which nodes 
and structures are most appropriate for the data and to create an initial coding template. 
Coding 
The coding template will be used to continue coding the rest of the transcripts.  The 
template will be updated as new ideas, themes and theoretical constructs emerge. 
Periodically, the nodes and groupings developed will be explored and moved around 
through discussion with the research team and recourse to literature relating to the themes 
emerging.  Codes will be revisited regularly to ensure their positioning reflects the 
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revised coding template.  Once all transcripts have been coded, the coding tree containing 
repeating idea nodes, theme nodes and some theoretical construct nodes will be finalized. 
Development of Theoretical Constructs and Narratives 
The fully coded project will be explored for CFIR and CRM theoretical constructs by the 
Sarah Gees Bhosrekar in conjunction with the research team.  This will include the 
running of queries, looking at any differences in the concepts emerging according to sub-
groups, and different characteristics of key informants and sites.  With input from the 
research team, SGB will develop a narrative bridging the original research concerns with 
the participants’ subjective experiences. Data analysis in case study research includes 
linking information gathered during data collection to study aims.(188)  The goal of 
analysis is to identify the linkage that best connects data gathered to a theoretical 
construct (in this context the CFIR); and to reject alternative explanations.(188)  The aim 
of the theoretical narrative will be to retell the participants’ stories in terms of the 
theoretical constructs.  Drawing from this narrative, the research questions for the study 
will be revisited and recommendations made. 
Ensuring Quality 
Quality Assurance 
Standard operating procedures (SOPs) will be written for all stages of the study, 
including participant recruitment, data collection and data analysis, and these will be used 
as the basis for quality assurance in line with case study protocol as outlines by Robert K. 
Yin.  The SOPs were developed in conjunction with the research team and doctoral 
committee members.  The regular debriefing meetings and review of data collection 
forms by the research team should help to ensure that data collection processes are being 
conducted in an appropriate and consistent manner. 
Team Roles 
Data Collection 
Sarah Gees Bhosrekar will act as interviewer in KIIs, and will have overall responsibility 
for the organization of data collection, for monitoring the recruitment and data collection 
processes in line with the quality assurance protocol, and for holding team debriefings 
and feeding back to other members of the research team.   
Sarah Gees Bhosrekar will lead in recruitment process, in arranging suitable times and 
locations for the KIIs and for ensuring participants are able to attend the events.  She will 
also take all notes during site observations, key informant interviews and team meetings.  
Finally, she will be responsible for completing the contact summary forms immediately 





The transcriber from Anita’s Quality Transcripts will be responsible for transcribing each 
of the digital recordings after each recording.  The transcriber will then send a transcript 
back to SGB at HPHCI who will check the transcript against the audio file, and make any 
additional edits.  SGB will be responsible for ensuring that transcription is conducted 
appropriately, in line with the SOPs, and forwarding to her committee for review and 
further checking when appropriate. 
SGB will enter the data from each of the KII enrolment forms and interview summary 
forms into Word or Excel documents for further analysis.  She will also be responsible 
for taking minutes at the regular team debriefing sessions.   
Data Validation 
Draft versions of the individual case study reports will be shared with key informants in 
order to receive their feedback and increase study validity.  The final cross-case report 
will be shared with all key informants, as well as with the overall HCA administration for 
the purpose of quality improvement. 
Data analysis 
SGB will take overall responsibility for the data analysis, but will consult with the 
research team at regular stages throughout the analysis phase to feed into the coding 
process. 




Supporting Documentation to Data Collection Protocol: 
1 - Study Information Sheet for Participants 
2 - Standard Operating Procedures: Hospital Site & Key Informant Recruitment 
3 - Key Informant Recruitment Log  
4 - Standard Operating Procedures: Completing Key Informant Interviews 
5 - Interview Guide 
6 - Site Observation Summary Form 
7 - Standard Operating Procedures: Transcription  





Supporting Document 1:  Study Information Sheet for participants 
Study Title: Formative Research to Develop an Intervention to Reduce Readmissions and Emergency 
Room Care for Multi-Morbid Patients with Severe Mental Illness within the HCA System 
PRINCIPAL INVESTIGATOR: Dennis Ross-Degnan, PhD 617-867-4920 
CO-INVESTIGATOR: Sarah Gees Bhosrekar, MPH 617-867-4844 
 
WHAT IS THE PURPOSE OF THIS STUDY? 
You have been invited to be in this study because you are knowledgeable about patients with serious 
mental illness within the HCA hospital system. 
Many patients with serious mental illness, especially those with comorbid medical problems, are frequent 
users of inpatient and emergency services at HCA.  Many of these patients reappear for care shortly after 
they have been discharged from the hospital or seen in the emergency department.  The purpose of this 
study is to learn more about HCA’s experience in caring for this group of patients with serious mental 
illness and your perceptions about what HCA clinicians and staff members could do to improve their short- 
and long-term outcomes. 
• Study Duration: This study consists of 1 informational interview.  It is anticipated this interview 
will take about 1 hour to complete.  
• Expected Enrollment: About 60 people will be interviewed as part of this study 
• Source of Funding: The Harvard Pilgrim Health Care Institute is paying for the study to be done. 
WHAT WILL HAPPEN IN THIS STUDY? 
As a participant in this study you will be asked a series of questions designed to provide us with a better 
understanding of HCA’s programs and policies on treatment of mentally ill patients with a comorbid 
medical illness.  This interview will take approximately 1 hour to complete.  Your interview will be audio 
recorded, and transcribed for analysis.  Your responses will remain anonymous.  You will be assigned a 
unique study ID in order to maintain your confidentiality.  The study ID will be inserted in place of your 
name in your interview transcript.  Only select study staff will have access to the audio-recording and 
transcript of your interview.  Furthermore, data collected during your interview will be presented only in 
the aggregate form combined with responses from other people interviewed as part of this study.  Any 
information you provide will become part of a series of recommendations made to HCA to improve short- 
and long-term outcomes of mentally ill patients with comorbid medical problems. 
WILL I BE PAID FOR MY PARTICIPATION IN THE STUDY? 
You will not receive any compensation for taking part in this study.   
WHO DO I CONTACT ABOUT THE STUDY? 
If you have further questions about this study, please call either of the following investigators:   
• PRINCIPAL INVESTIGATOR: Dennis Ross-Degnan, PhD 617-867-4920 
• CO-INVESTIGATOR: Sarah Gees Bhosrekar, MPH 617-867-4844 
WHO DO I CONTACT ABOUT MY RIGHTS AS A RESEARCH SUBJECT?  
If you have any questions about your right as a research subject, you may contact the HPHC Institutional 




Supporting Document 2:  Standard Operating Procedure Recruitment of Key informants 
Standard Operating Procedure:   
Recruitment of Hospital Sites and Key Informants 
I.  PURPOSE.  To describe the procedures for recruiting key informants for interviews. 
II.  RATIONALE.  I plan to conduct a series of semi-structured, open-ended key informant 
interviews at the HCA corporate, division and hospital levels as well as with organizations external to 
HCA in order to assess the full spectrum of policies and programs which impact early readmissions 
among mentally-ill individuals with a co-occurring medical disease.    
III.  SUPPLIES AND MATERIALS 
• Computer 
• Phone 
• Study Information Sheet 
• Notepad 
• Pens 
IV.  TARGET AUDIENCE 
• Investigators  
• Doctoral Dissertation Committee  
• HCA Corporate Leadership  
• HCA Hospital Leadership   
 
V.  PROCEDURES 
A. Recruiting the HCA Hospital 
• Prior to entering the field, the SGB will speak over the phone with HCA Research Program 
Manager, Associate Vice President of Research and Behavioral Health Service Line lead at 
HCA corporate offices to obtain first round approval to interview meet with local hospital 
leaders, clinicians and staff as key informants. 
• A list of the selected hospital sites will be supplied to HCA.   
• HCA program manager and HCA legal will identify legal agreements needed for SGB to 
conduct research. In a parallel process, the HCA lead attorney will obtain approval for site 
visits and key informant interviews from HCA division and hospital leadership.  Division and 
hospital leadership may require additional agreements be completed to conduct site visits.  
They will provide these to lead HCA attorney. 
• Legal agreements will be drafted and returned to HPHCI for full execution.   
• Upon full execution of legal agreements by HPHCI & HCA corporate entities, the HCA 
Associate Vice President for Research will notify division and hospital leadership and request 
that they identify the first round of key informants for interviews as well as leaders of tours/site 
observations. 
B. Approaching Potential HCA Hospital Key Informants 
• Upon identification of first round of potential key informants and point person for facility 
tours/site observations, SGB will email these individuals, copy HCA corporate leadership, and 
request a date/time to hold the interview. SGB will paste a copy of the participant information 
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page (Appendix 1) in the body of this email. She will request either an email or phone call as a 
response to this outreach attempt.  She will record the date/time at which this first contact 
attempt was made on the key informant recruitment log (Appendix 3). 
• If no response is received within 48 hours SGB will resend the email and request a reply within 
2 business days. She will record the date/time at which this second contact attempt was made 
on the key informant recruitment log (Appendix 3). 
• If no reply is received within the designated time period, SGB will call the  potential 
interviewee. SGB will leave a voicemail as needed, requesting a call back or email within 2 
business days.  She will record the date/time at which this third contact attempt was made on 
the key informant recruitment log (Appendix 3). 
• One final call attempt will be made if no response is received within the designated time period.  
However, this time no voicemail will be left (Appendix 3).   
• If no response is received within the designated time period, SGB will request the assistance of 
HCA corporate in either making the connection, or identifying a new  potential key informant. 
She will record the date/time at which this fifth step was taken on the key informant recruitment 
log (Appendix 3). 
• Once contact is made with potential key informant, SGB will provide him/her with more 
information about the study citing information included in the participant information page 
(Appendix 1).  She will verbally request participation in the study at the end of the script.  See 
script below. 
Script for inviting potential hospital key informants 
“Hello.  My name is Sarah Gees Bhosrekar, and I was told by XXXX at HCA that you were interested in 
being interviewed for a research study I am working on.  I work with the Harvard Pilgrim Health Care 
Institute, and the Department of Population Medicine at Harvard Medical School.  We would like to 
know more about the experiences of patients with serious mental illness, especially those with comorbid 
medical problems in the HCA system.   Specifically, we want to identify what and what aspects of the 
health system have an impact on early readmissions among these patients.  To do this, I am interviewing 
selected hospital employees questions about their experiences with these patients, and the systems in 
which they operate. Is this something you may be interested in participating in? 
• Once the potential key informant is reached and it is determined that he/she is willing to 
participate, SGB will schedule a date, time and venue in which to person conduct the 
interviews.  She will record the agreed upon date and time on the key informant recruitment log 
(Appendix 3). 
• Next, SGB will assign a study ID to the participant and ask what position he/she holds at the 
hospital.  She will record this information on the key informant recruitment log (Appendix 3). 
• SGB will ask the participant who else at the hospital would have information about this patient 
population and what the best way would be to set up an interview in advance of her travel to the 
site. She will record this information on a new line in the key informant recruitment log 
(Appendix 3).  
• SGB will thank the participant for his/her time and end the call. 
C. Approaching Potential External Key Informants 
• Upon identification of first round of potential key informants external to HCA, the SGB will 
email these individuals, and request a date/time to hold the interview. SGB will paste a copy of 
the participant information page (Appendix 1) in the body of this email. She will request either 
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an email or phone call as a response to this outreach attempt.  She will record the date/time at 
which this first contact attempt was made on the key informant recruitment log (Appendix 3). 
• If no response is received within 48 hours SGB will resend the email and request a reply within 
2 business days. She will record the date/time at which this second contact attempt was made 
on the key informant recruitment log (Appendix 3). 
• If no reply is received within the designated time period, SGB will call the  potential 
interviewee. SGB will leave a voicemail as needed, requesting a call back or email within 2 
business days.  She will record the date/time at which this third contact attempt was made on 
the key informant recruitment log (Appendix 3). 
• If no response is given within the designated time period, SGB will identify a new  potential 
key informant. She will record the date/time at which this fourth step was taken on the key 
informant recruitment log (Appendix 3). 
• Once contact is made with potential key informant, SGB will provide him/her with more 
information about the study citing information included in the participant information page 
(Appendix 1).  She will verbally request participation in the study at the end of the script.  See 
script below. 
Script for inviting potential external key informants 
“Hello.  My name is Sarah Gees Bhosrekar, and I am calling to see if you are interested in being 
interviewed for a research study I am working on.  I work with the Harvard Pilgrim Health Care 
Institute, and the Department of Population Medicine at Harvard Medical School.  We would like to 
know more about the experiences of patients with serious mental illness, especially those with comorbid 
medical problems in XXX HCA hospitals.   Specifically, we want to identify what and what aspects of the 
health system have an impact on early readmissions among these patients.  To do this, I am interviewing 
individuals employed by local organizations with a stake in the health of this patient population and 
asking questions about their experiences with these patients, and the systems in which they operate. Is 
this something you may be interested in participating in? 
• Once the potential key informant is reached and it is determined that he/she is willing to 
participate, SGB will schedule a date, time and venue in which to person conduct the 
interviews.  She will record the agreed upon date and time on the key informant recruitment log 
(Appendix 3). 
• Next, SGB will assign a study ID to the participant and ask what position he/she holds at the 
organization.  She will record this information on the key informant recruitment log (Appendix 
3). 
• SGB will ask the participant who else at the organization would have information about this 
patient population and what the best way would be to set up an interview in advance of her 
travel to the site. She will record this information on a new line in the key informant 
recruitment log (Appendix 3).  














Supporting Document 4: Standard Operating Procedure Completing Key Informant 
Interviews 
Standard Operating Procedure:   
Completing Key Informant Interviews 
I.  PURPOSE.  To describe the procedures for consenting and interviewing Key Informants.  
II.  RATIONALE.  I plan to conduct a series of semi-structured, open-ended key informant 
interviews at the HCA corporate, division and hospital levels as well as with organizations external to 
HCA in order to assess the full spectrum of policies and programs which impact early readmissions 
among mentally-ill individuals with a co-occurring medical disease.    
III.  SUPPLIES AND MATERIALS 
• IRB approval letter 
• Identification badge 
• Study Information Sheets 
• Interview guide 
• Digital voice recorder 
• Spare batteries 
• Notepad 
• Pens 
• Clip board 
IV.  TARGET AUDIENCE 
• Investigators  
• Doctoral Dissertation Committee  
• HCA Corporate Leadership  
• HCA Hospital Leadership  
V.  PROCEDURES 
A. Organizing a venue for the KII 
• SGB will work with hospital and stakeholder organization leadership to secure quiet venues for 
the KIIs.  KII venues relatively private and free from distractions.  Examples of potential 
venues include: Conference rooms, private offices, private exam spaces, etc. 
• SGB will confirm the interview time and location with participants at least 3 days before the 
scheduled KII. 
• SGB, the interviewer will contact the participant again the day before the interview to remind 
them and to confirm that they are still able to attend. 
B. Arranging equipment and materials 
• Prior to the interview, SGB will ensure she has all the necessary materials and equipment ready, 
including study information sheets for participants, interview guide, recorder, extra batteries, 
and copies of the IRB approval letter.   
• For the key informant interviews, SGB will function as both interviewer and note taker.   
• SGB will test the voice recorder before the interview to check that it is working. 
• SGB will seek to be at the interview venue half an hour before the scheduled interview time to 
arrange the equipment and set up the room. 
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• At the interview venue, the furniture will be in a welcoming arrangement.  The digital voice 
recorder will be placed centrally, in close proximity to both the interviewer and participant to 
record the interview successfully. 
C. Consent Process 
• Prior to commencing with any of the all actions identified in Appendix 2 Standard Operating 
Procedure: Recruitment of Key Informants will have been completed. The potential interviewee 
will already have received and reviewed the study information sheet during recruitment. 
Consent to participate is implied thus far by the participant arriving at the interview venue. 
• SGB and potential participant will make formal introductions. 
• If the potential participant has changed their mind, and states that they do not wish to 
participate in study, SGB will thank them for their time and allow them to leave the interview 
venue. 
• SGB will provide a summary of the study and nature of participation (see script below). 
Script for summarizing the study and nature of participating 
Many patients with serious mental illness, especially those with comorbid medical problems, are 
frequent users of inpatient and emergency services at HCA.  Many of these patients reappear for care 
shortly after they have been discharged from the hospital or seen in the emergency department.  We are 
interested in learning more about HCA’s experience in caring for this group of patients your 
perceptions about what HCA clinicians and staff members could do to improve their short- and long-
term outcomes. 
As a participant in this study you will be asked a series of questions designed to provide us with a better 
understanding of HCA’s programs and policies on treatment of mentally ill patients with a comorbid 
medical illness.  This interview will take approximately 1 hour to complete.  Your interview will be audio 
recorded, and transcribed for analysis.  Your responses will remain anonymous.  You will be assigned a 
unique study ID in order to maintain your confidentiality.  The study ID will be inserted in place of your 
name in your interview transcript.  Only select study staff will have access to the audio-recording and 
transcript of your interview.  Furthermore, data collected during your interview will be presented only 
in the aggregate form combined with responses from other people interviewed as part of this study.  Any 
information you provide will become part of a series of recommendations made to HCA to improve 
short- and long-term outcomes of mentally ill patients with comorbid medical problems. 
• SGB will ask the potential participant if they have any questions about the study or if there are 
any parts of the information sheet that they do not fully understand.   
• SGB will reiterate that participation is voluntary, and should they consent to participate, they 
may withdraw from the study at any time. 
• SGB will ask if they would like to keep a copy of the information sheet and give the participant 
the information sheet, as appropriate. 
• SGB will ask the participant if he/she is ready to begin.  If the answer is affirmative SGB will 
mark as such in the appropriate field of the Key Informant Interview Summary Form (Appendix 
5). 
• SGB will begin with question 1 in the interview guide.   
• Upon completion of the interview SGB will thank the participant for his/her time.  SGB will 
record the gift card number on the Key Informant Interview Summary Form (Appendix 6), and 







Supporting Document 5: Interview Guide 
Introduction:  Many patients with serious mental illness, especially those with comorbid medical problems, are frequent users of inpatient and 
emergency services at HCA.  Many of these patients reappear for care shortly after they have been discharged from the hospital or seen in the 
emergency department.  We are interested in learning more about HCA’s experience in caring for this group of patients with serious mental illness 







1. Are you aware of any specific programs or policies within HCA that address early 
readmissions or frequent ED use among individuals diagnosed with a serious mental 
illness like schizophrenia, bipolar illness, or severe depression, especially those with 
comorbid medical illnesses? 
 If yes, can you briefly describe these efforts? 
Probe: 
• How long have these efforts been going on? 
• What do you see as the strengths of these efforts? 
• What do you see as some of the weaknesses of these efforts? 
CRM  None 
Knowledge of Current 
Efforts & Situation 
2. Are any external organizations or partners involved with HCA’s efforts to reduce early 
readmissions or frequent ED use among individuals with a serious mental illness?  
 If yes, can you briefly describe the persons or groups involved and what they 
do?  
Probe: 
• How did they get involved?  
• What is their role?  
• How long has this effort been underway? 
CFIR Process 
External Change Agents 
& Engaging(Role of 
Community 
Organizations) 
3. To what extent has HCA set system-wide goals reducing early readmissions or frequent 
ED use among individuals with a serious mental illness?  
Probe: 
• What are the goals?  
CFIR Process 
• HCA Leadership 
Engagement 








• How are goals communicated within HCA at the corporate, division, or facility 
level?  
• To whom are they communicated? 
• How are they assessed? 
4. Does HCA elicit feedback from staff regarding ways to improve care for patients with 
serious mental illness? 
 If yes, what kind of feedback?  
CFIR Process 
• Leadership Engagement 
• Knowledge of Current 
Efforts 
5. How does the infrastructure of HCA affect efforts to reduce readmissions among 
patients with serious mental illness?  Consider factors like physical layout, staffing, the 
social environment, incentive structures, workload, or any other factor you think is 
important. 
Probe: 
• Does this factor [indicated by interviewee] facilitate or hinder these efforts?  
• How do you take advantage of this? 





6. How do you think these efforts to reduce readmissions and ER visits have impacted 
patients with serious mental illness?  
Probe: 
• What are some of the main reasons you think they have succeeded/failed? 
• How have patients with serious mental illness responded to these efforts? 
• What barriers do patients face? 





Patient Needs & 
Resources  
7. Have you sought any input from patients about ways to improve their long-term health? 
 If yes, what have they said? 
Probe: 












8. Does HCA need new policies or programs aimed at reducing readmissions and frequent 
ED use among patients with serious mental illness?  
Probe: 
• Why or why not?  
• What types of policies or programs are needed? 
• Who would be involved in implementing these programs? 





& Tension for Change 
9. Which national or state policies, regulations, guidelines, or performance metrics 
influence the way HCA provides care for patients with serious mental illness?  
Probe: 
• In what ways do they influence HCA policies or programs? 




External policies & 
Incentives 
10. What kind of financial or other incentives influence treatment for patients with serious 
mental illness?  
Probe: 
• In what ways do they influence patient treatment? 








Supporting Document 6: Site observation Summary Form 
Site Observation Summary Form 
 
Site number: |__|__|         Date: |__|__|/|__|__|/|__|__|     
 
1. How would you describe the atmosphere and context of the tour? (Include notes on Waiting Room, 








3. Who else did you speak with during your tour? What were their roles? 
 
 














7. What messages did you take from this site observation regarding specific CFIR and/or CRM 





8. Were there any problems with the summary form (e.g. wording, order of topics, missing topics) you 





Supporting Document 7:  Standard Operating Procedures for Transcription 
Standard Operating Procedure:   
Transcription of Key Informant Interviews 
I.  PURPOSE.  To describe the transcription of audio files of key informant interviews (KIIs) 
with four sub-groups of participants. 
II.  RATIONALE.  I plan to conduct a series of semi-structured, open-ended key informant 
interviews at the HCA corporate, division and hospital levels as well as with organizations external to 
HCA.  in order to assess the full spectrum of policies and programs which impact early readmissions 
among mentally-ill individuals with a co-occurring medical disease.    
III.  SUPPLIES AND MATERIALS 
• Completed contact summary forms 
• Audio files 
• Completed note-taker forms 
IV.  TARGET AUDIENCE 
• Investigators  
• Doctoral Dissertation Committee   
• HCA Corporate Leadership  
• HCA Hospital Leadership  
• Transcriber 
V.  PROCEDURES 
A.  Preparing documents 
• A transcriber from Anita’s Quality Transcripts will be responsible for transcribing the 
discussions from the KIIs, recorded onto digital voice recorder. 
• After each KII, the audio file will be uploaded from the voice recorder onto the relevant 
computer software program and saved as a new file with the appropriate file name according to 
the file naming protocol. 
• Each transcript will be typed into a new Word file directly from the audio.  The file will be 
saved using the appropriate file name, the same as the audio file. 
• Recordings should be transcribed as soon as possible after the interview/group discussion.  
 
B. Transcription guidelines 
• Transcription will be verbatim.  repetitions and incomplete sentences should be marked.   
• Each new speaker will begin on a new line. 
• Non-verbal occurrences including pauses (labeled short or long), laughter, exclamations or 
sounds of surprise, shock, disagreement, agreement will be marked in square brackets. 
• Where more than one person is talking at once, the overlapping parts of speech will be contained 
within <<....>>.   
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• Any annotations or observations from the note-taker’s form or contact summary form will be 
included in the appropriate place in the transcript within {...}.   
C.  Checking transcriptions  
• Once a transcription has been completed, the transcriber and interviewer will read through the 
transcription against the audio file to check for accuracy and completeness. 
• The interviewer will verify accuracy of transcription and notation of any unclear words or 
terminology. 
• The interviewer along with another member of the team will then read through the transcript a 
third time to check whether there are any identifying details, and if so, to remove them or 
replace them with anonymous terms, for example names should be replaced with participant 
numbers or general descriptors such as “triage nurse”, and place names should be replaced with 




Supporting Document 8: Standard Operating Procedures for Data Coding and Analysis 
Standard Operating Procedure: 
Data Coding and Analysis 
I.  PURPOSE.  To describe the process of coding data transcripts and conducting data analysis. 
II.  RATIONALE.  I plan to conduct a series of semi-structured, open-ended key informant 
interviews at the HCA corporate, division and hospital levels as well as with organizations external to 
HCA in order to assess the full spectrum of policies and programs which impact early readmissions 
among mentally-ill individuals with a co-occurring medical disease.    
III.  SUPPLIES AND MATERIALS 
• Electronic files of translated transcripts 
• NVivo software 
IV.  TARGET AUDIENCE 
• Investigators  
• Doctoral Dissertation Committee  
• HCA Corporate Leadership  
• HCA Hospital Leadership  
• Transcriber 
V.  PROCEDURES 
A.  Managing quantitative data 
• Quantitative data from the Key Informant Interview and Site Observation Summary forms will 
be entered into an Excel spreadsheet by the data analyst, and will be double entered to verify 
accuracy.   
• This data will then be uploaded into a new NVivo file as a casebook and can be linked to all the 
transcription and audio files. 
 
B. Managing qualitative data 
• All data files – the final edited versions of translated transcriptions, as Word documents, typed 
up contact summary forms, and the audio files – will be imported into a new QSR NVivo 
workbook, where the files will be saved as ‘internals’. 
• The new workbook will be saved with the name of the study, the date and the initials of the 
investigator working on it. 
 
C. Developing initial coding 
• Two or three transcripts should be selected at random to be used to develop an initial coding 
structure.  Then SGB will work slowly and carefully through each document, reading line by 
line to try to interpret the underlying meaning.   
• For each line of text/sentence/sub-section of a sentence that carries meaning, the text will be 
highlighted and used to generate a new ‘tree node’ in the coding section.  The ‘tree node’ will 
then be labeled using in vivo text. 
• New ‘tree nodes’ will be developed for each new idea identified in the text.  Repeating ideas will 
be coded using existing ‘tree nodes’.  Names of ‘tree nodes’ will be modified to reflect the 
content as the coding progresses through the first few transcripts. 
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• At this stage codes (or ‘tree nodes’) will be generated from small units of empirical text, to 
identify as many different ideas or units of meaning as possible. 
• As the coding of the initial transcripts develops, tree nodes may be linked together under a new 
‘parent node’ representing a common theme or idea. 
• Once the first two or three transcripts have been coded in this way, with tree nodes grouped 
under parent ‘theme’ nodes where possible, SGB will create a new ‘memo’ to record what has 
been coded, and any reflections on that process. 
 
D. Creating a coding template 
• The series of parent and tree nodes developed through the initial coding will be saved and as 
appropriate, shared with other members of the research team to discuss the suitability of the 
codes. 
• Following discussion and any revisions to the coding, the coding template will be finalized and 
saved. 
• The coding template will then be used to code the remaining transcripts by SGB. 
 
E. Coding 
• As coding progresses, new categories, ideas or themes may emerge causing new nodes to be 
developed, existing ones to be modified or ‘parent nodes’ to be rearranged.  Every time this 
occurs, SGB will create a new memo to describe what is being changed, why and to reflect 
upon this in light of the whole data analysis process. 
• As coding progresses, parent nodes representing themes may be grouped together to represent 
emerging constructs, which will be labeled. 
• Periodically, the coding structure and arrangement will be reviewed and discussed by members 
of the research team.  Again, memos will be created to capture these discussions and any 
subsequent changes. 
• Once all the transcripts have been coded, the coding structure, themes and any constructs will 
be finalized following discussion with the research team. 
 
F. Developing theoretical constructs and narratives 
• The fully coded project will be explored for theoretical constructs by SGB in conjunction with 
her doctoral dissertation committee.  This will include the running of queries, looking at any 
differences in the concepts emerging according to sub-groups, and different characteristics of 
participants.  
• SGB will then develop a narrative bridging the original research concerns with the participants’ 
subjective experiences.  The aim of the theoretical narrative will be to retell the participants’ 
stories in terms of the theoretical constructs.   
• The findings will be related to the CFIR & CRM theories and literature readmissions. 
• This will involve relating the findings to the original conceptual framework, which may be 
adjusted or replaced by a new framework based on the evidence from the study.   
 
G. Drawing conclusions 
• SGB will present a draft set of findings and conclusions, based on the data analysis and 
engagement with literature and the conceptual framework. 
• This draft should be discussed with her dissertation committee, indicating where any revisions, 
clearer narrative links or more detail is required to justify the conclusions. 
• Further conclusions or revised conclusions may be made as a result of the discussion. 
• The discussion will also address how the conclusions can feed into recommendations to be 
made. 




Appendix Table  3: Modified Case Study Codebook & Un-adapted Scoring Rules 
I. Outer Setting  
A. Patient Needs & 
Resources in the 
Community  
Definition: The extent to which the needs of patients, as well as 
barriers and facilitators to meet those needs, are accurately known 
and prioritized by facilities and the community.   
Inclusion Criteria: Include statements demonstrating (lack of) 
awareness of the needs and resources of those served by the 
organization. Analysts may be able to infer the level of awareness 
based on statements about: 1. Perceived need for the innovation 
based on the needs of those served by the organization and if the 
innovation will meet those needs; 2. Barriers and facilitators of 
those served by the organization to participating in the innovation; 
3. Participant feedback on the innovation, i.e., satisfaction and 
success in a program. In addition, include statements that capture 
whether or not awareness of the needs and resources of those 
served by the organization influenced the implementation or 
adaptation of the innovation. 
Exclusion Criteria: Exclude statements that demonstrate a strong 
need for the innovation and/or that the current situation is 
untenable and code to Tension for Change.  
Exclude statements related to engagement strategies and 
outcomes, e.g., how innovation participants became engaged with 
the innovation, and code to Engaging: Innovation Participants.   
B. External Policy 
& Incentives 
Definition: A broad construct used to asses local and national 
policies and regulations which impact patient care in hospital and 
the community and the effect they have on readmissions. 
Inclusion Criteria: Include descriptions of external performance 
measures from the system. 
Exclusion Criteria:  None 
II.  Inner Setting  
A. Structural 
Characteristics 
Definition: The physical structure, social architecture, age, 
maturity, and size of an organization and their potential for impact 
on readmissions  
Inclusion Criteria: None 
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Definition: Originally two separate constructs, but modified into a 
single entity assessing the extent to which hospital staff perceive 
patient readmissions and related factors as needing change, and 
the institutional capacity and receptivity for a potential proposed 
change.   
Inclusion Criteria: Include statements regarding the general level 
of receptivity to implementing the innovation.  Include statements 
that (do not) demonstrate a strong need for the innovation and/or 
that the current situation is untenable, e.g., statements that the 
innovation is absolutely necessary or that the innovation is 
redundant with other programs.  
Exclusion Criteria: Exclude statements regarding the general level 
of receptivity that are captured in the sub-codes.  Exclude 
statements regarding specific needs of individuals that 
demonstrate a need for the innovation, but do not necessarily 
represent a strong need or an untenable status quo, and code to 
Patient Needs and Resources in the Hospital.   
Exclude statements that demonstrate the innovation is better (or 




Definition: Documents and analyses commitment, involvement, 
and accountability of HCA corporate leaders and managers in 
hospital operations with respect to readmissions. 
Inclusion Criteria: Include statements regarding the level of 
engagement of corporate organizational leadership. 
Exclusion Criteria: Exclude or double code statements regarding 
leadership engagement to Engaging: Formally Appointed Internal 
Implementation Leaders or Champions if an organizational leader 
is also an implementation leader, e.g., if a director of primary care 
takes the lead in implementing a new treatment guideline. Note 
that a key characteristic of this Implementation Leader/Champion 







Definition: Measures current commitment, involvement, and 
accountability of facility leaders and managers in reducing patient 
readmissions, as opposed to implementing a specific intervention.  
It also serves to assess the presence of facility level “champions” 
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and “opinion leaders” who have made it their personal goal to 
improve quality of care.   
Champions are defined as “Individuals who dedicate themselves 
to supporting, marketing, and ‘driving through’ an 
[implementation]”, overcoming indifference or resistance that the 
innovation may provoke in an organization. 
Opinion Leaders are defined as “Individuals in an organization 
that have formal or informal influence on the attitudes and beliefs 
of their colleagues with respect to implementing the innovation.” 
Inclusion Criteria: Include statements related to engagement 
strategies and outcomes, e.g., how the opinion leader became 
engaged with the innovation and what their role is in 
implementation. Note: Although both strategies and outcomes are 
coded here, the outcome of efforts to engage staff determines the 
rating, i.e., if there are repeated attempts to engage an opinion 
leader that are unsuccessful, or if the opinion leader leaves the 
organization and this role is vacant, the construct receives a 
negative rating. In addition, you may also want to code the 
"quality" of the opinion leader here - their capabilities, 
motivation, and skills, i.e., how good they are at their job, and this 
data affects the rating as well. 
Include statements related to engagement strategies and outcomes, 
e.g., how the champion became engaged with the innovation and 
what their role is in implementation. Note: Although both 
strategies and outcomes are coded here, the outcome of efforts to 
engage staff determines the rating, i.e., if there are repeated 
attempts to engage a champion that are unsuccessful, or if the 
champion leaves the organization and this role is vacant, the 
construct receives a negative rating. In addition, you may also 
want to code the "quality" of the champion here - their 
capabilities, motivation, and skills, i.e., how good they are at their 
job, and this data affects the rating as well. 
Exclusion Criteria: Exclude or double code statements regarding 
leadership engagement to Leadership Engagement if a champion 
is also an organizational leader, e.g., if a director of primary care 






the Hospital  
Definition: The extent to which patient needs and barriers and 
facilitators to meet those needs, are accurately known and 
prioritized by the hospital and/or HCA corporate entity. 
Here used to capture concrete examples of resources already in 
existence which can be leveraged in a potential future 
intervention. 
Inclusion Criteria: Include statements related to the presence or 
absence of resources specific to the innovation that is being 
implemented. 
Exclusion Criteria: Exclude statements related to training and 
education and code to Access to Knowledge & Information.  
Exclude statements related to the quality of materials and code to 
Design Quality & Packaging. 
In a research study, exclude statements related to resources 
needed for conducting the research components (e.g., time to 
complete research tasks, such as IRB applications, consenting 
patients).   




Definition: Assesses the extent to which facilities are engaged 
with outside entities such as outpatient providers, social services 
providers and advocacy groups in the local area who are equipped 
to assist in reducing facility readmission rates.   
Inclusion Criteria: Include statements related to engagement 
strategies and outcomes, i.e., if and how staff and innovation 
participants became engaged with the innovation and what their 
role is in implementation. Note: Although both strategies and 
outcomes are coded here, the outcome of engagement efforts 
determines the rating, i.e., if there are repeated attempts to engage 
staff that are unsuccessful, or if a role is vacant, the construct 
receives a negative rating. In addition, you may also want to code 
the "quality" of staff - their capabilities, motivation, and skills, 
i.e., how good they are at their job, and this data affects the rating 
as well. 
Include statements related to engagement strategies and outcomes, 
e.g., how the external change agent (entities outside the 
organization that facilitate change) became engaged with the 
innovation and what their role is in implementation, e.g., how 
they supported implementation efforts. Note: Although both 
strategies and outcomes are coded here, the outcome of efforts to 
engage staff determines the rating, i.e., if there are repeated 
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attempts to engage an external change agent that are unsuccessful, 
or if the external change agent leaves their organization and this 
role is vacant, the construct receives a negative rating. In addition, 
you may also want to code the "quality" of the external change 
agent here - their capabilities, motivation, and skills, i.e., how 
good they are at their job, and this data affects the rating as well. 
Exclusion Criteria: Exclude statements related to specific sub 
constructs, e.g., Champions or Opinion Leaders. 
Exclude or double code statements related to who participated in 
the decision process to implement the innovation to Innovation 
Source, as an indicator of internal or external innovation source. 
Note: It is important to clearly define what roles are external and 
internal to the organization. Exclude statements regarding 
facilitating activities, such as training in the mechanics of the 
program, and code to Access to Knowledge & Information if the 
change agent is considered internal to the study, e.g., a staff 
member at the national office. If the study considers this staff 
member internal to the organization, it should be coded to Access 
to Knowledge & Information, even though their support may 
overlap with what would be expected from an External Change 
Agent. 





Definition: Used to (a) understand what programs and policies 
exist at case study hospitals related to continuity of care and daily 
operations, and what level of knowledge staff possess of these 
activities, (b) assess the existence and efficacy of initiatives at 
hospitals that were designed to reduce readmissions, and (c) 
assess fidelity to programs or initiatives in place.   
Inclusion Criteria: All statements related to current programs, 
policies and activities at facilities that key informants feel as risk 
or protective factors against high rates of readmission.  Also 
include any statements related to best practices cited by key 
informants.  Finally, include statements indicating level of 
knowledge about patient population and the local community. 





Un-adapted General Coding Rules: 
When two codes are in question for a passage, consider the primary meaning of the 
passage to assign code; consider what the participant is truly saying. Analysts may wish 
to err on the side of inclusion or double coding.  
 
General Rating Rules: 
 
In general, ratings are determined based on two factors: 1) valence and 2) strength.  
Valence: positive or negative influence on implementation  
Rating component: X, 0, +, - 
The valence component of a rating is determined by the influence the coded data has on 
the implementation process, i.e., contextual factors that facilitate or hinder 
implementation. Due to limited data, analysts may have to infer the influence on 
implementation based on simple presence or absence of a construct. For example, if a 
participant states that the intervention has advantages over existing programs, but does 
not state how this has influenced implementation, the analyst can infer that the presence 
of relative advantage facilitated implementation. However, whenever the data allows, the 
analysts should apply ratings based on the influence the construct has on implementation, 
not the presence or absence of a construct; presence or absence of a positive construct 
(e.g. relative advantage) does not always constitute a matching positive or negative 
influence on implementation. 
In the event that comments are mixed, i.e., some comments are negative and some 
comments are positive, try to tip the rating to a weak positive or weak negative, based on 
the aggregate of the comments. However, if you feel the comments are equally positive 
and negative, apply a mixed (X) rating. Some users of the CFIR have denoted level of 
agreement among participants in their rating by adding a * to the rating if comments were 
mixed. For example, if the aggregate of mixed comments was positive, the rating was 
+1*. Some users feel it’s important to record discord among participants because it 
indicates a negative influence on implementation.  
In the event that the comments are neutral, i.e., comments are related to a construct but 
have no bearing on the implementation, apply the neutral (0) rating.  
Strength: weak or strong influence on implementation 
Rating component: 1, 2 
Ratings  
M -2 -1 0 X +1 +2 
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The strength component of a rating is determined by a number of factors, including: level 
of agreement among participants, strength of language, and use of concrete examples. 
However, sometimes analysts may choose to apply relative ratings, versus absolute 



























REDUCING 30-DAY READMISSIONS AMONG PEOPLE WITH A 
SERIOUS MENTAL ILLNESS: A CASE STUDY  
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This project is the culmination of collaborative research activities undertaken in response 
to HCA leadership's request to assess 30-day readmission patterns among patients with a 
serious mental illness given recent increased scrutiny on the field.  This memorandum 
provides an assessment of patient needs and addresses gaps in current knowledge.  It 
summarizes preliminary analytic findings from analyses of HCA’s EMR data.  It further 
discusses findings from a qualitative case study conducted to contextualize results from the 
EMR analyses.  Finally, it provides a series of tailored recommendations based on case 
study results.   
SERIOUS MENTAL ILLNESS: Individuals with a serious mental illness (SMI, which 
includes major depression, bipolar illness, and schizophrenia) face a significant burden of 
both behavioral and medical illness, yet often experience lower quality care (1).  Hospital 
readmission within 30 days is an important, if imperfect, proxy for quality of care.  Many 
clinical, social, and financial factors contribute to 30-day readmissions (2–5), yet 
successful hospital-based interventions to decrease early readmissions in this population 
have been slow to take shape (6–9).   
PRELIMINARY ANALYSIS: To inform HCA policies aimed at reducing early 
readmissions for patients with SMI, we first explored the role of geography, socio-
demographics, HCA utilization history, and comorbidity as predictors of early 
readmission.  The sample included all HCA patients in 18 states admitted in 2014 for SMI 
and discharged to the community.  Early readmission rates varied widely by division and 
hospital.  The strongest predictors of early readmission were insurance type (Medicaid, 
Medicare, self-pay) and prior facility utilization (numbers of admissions and emergency 
room visits in the previous year).  Patients enrolled in managed Medicare or Medicaid plans 
had lower readmission rates.  These factors outweighed any differences in early 
readmissions accounted for by co-occurring medical illness.   In future work we will 
examine clinical variables coded by nurses on admission as predictors of subsequent early 
readmission. To go beyond patient-level factors to elucidate hospital-, health system-, and 
community-level factors that drive differences in readmission rates for patients with SMI 
within and across HCA markets, we conducted a comparative case study analysis.   
COMPARATIVE CASE STUDY: We used EMR data to identify the two states in which 
HCA had the highest readmission rates- Texas and Florida.  Within each, we selected one 
hospital with a lower and one with a higher readmission rates to make possible a 
comparative analysis of factors that differ between the two.  Texas hospitals included 
Facility 1 (13.7% early readmission rate) and Facility 2 (17.5%); Florida hospitals were 
Facility 3 (13.4%) and Facility 4 (21.3%).  We conducted document reviews, site 
observations, and 52 semi-structured interviews with corporate, clinical and community 
stakeholders.  An adapted version of the Consolidated Framework for Implementation 
Research (CFIR) guided our data collection and analysis. 
RESULTS: In Texas and Florida, a complex interplay of factors – both expected and 
unexpected – appear to drive readmission rates, but these factors vary considerably in type 
and strength across the two states. In Texas, differences in hospital structure and historical 
position in the community coupled with poor availability and quality of community 
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resources drive high rates of readmissions.  Specifically, the Behavioral Health Texas 
program, its aftereffects and the outdated physical space of Facility 2 appear to drive high 
rates of readmission at the facility.  In Florida, with a common resource-poor community 
setting and a negative overall external policy environment, internal processes, gaps in 
communication, and an overburdened staff at Facility 4 appear to drive high rates of 
readmission at this facility.  In both states, important drivers of early readmissions include:  
8. Alignment of inpatient psychiatric and emergency service provision: Process-
oriented, open communication and coordination of care between emergency and 
psychiatric units may contribute to lower rates of early readmission. 
9. Management of medical comorbidities during inpatient hospitalization: Process-
oriented systems for coordination of medical care during psychiatric admissions 
may contribute to lower rates of early readmission among SMI patients with 
medical comorbidities.   
10. Facility-based outpatient programs: Well-developed outpatient services in HCA 
facilities, such as IOP and CBT, may help to lower early readmission rates, 
particularly in under-resourced communities.   
11. Case management and care coordination: Well-developed case management and 
care coordination programs organized within the hospital or in community settings 
can lower rates of early readmissions. 
12. Community resources and relationships: In well-resourced communities, strong 
and active partnerships with community organizations contribute to lower rates of 
readmission.   
13. Response to external constraints: Hospitals operating in politically-constrained, 
resource-poor environments may need to focus on improving internal systems to 
reduce rates of readmission. 
14. HCA corporate presence: Strong corporate support contributes to reducing early 
readmissions, particularly when hospitals can tailor corporate initiatives to fit local 
policies and programs.   
RECOMMENDATIONS:  Anticipating that admissions for Medicare or Medicaid 
patients with SMI may eventually become subject to early readmission penalties, HCA 
should develop corporate initiatives aimed at reducing early readmissions.   
1. Well-coordinated patient handoffs from emergency services to the psychiatric unit 
limits risk for readmission.  HCA should survey best practices in its system, assess 
gaps in coordination at individual hospitals, and implement model systems to 
improve emergency service to psychiatric unit handoffs.   
2. Knowing individual risk of readmission early in a hospitalization can guide in-
hospital and post-discharge care. HCA would benefit from the design and 
implementation of an EMR-based prediction tool to proactively screen for patient-
level predictors of readmission.   
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3. An effective handoff from hospital to community is a key driver in reducing 
readmissions.  HCA should establish designated community liaisons to coordinate 
care with partners in community organizations.  
4. When community programs or resources are weak or nonexistent, HCA should 
consider developing or expanding intensive outpatient treatment programs. 
5. The current policy of 48–72 hour nurse outreach calls can only assess early 
problems with community reentry. When there is no designated community care 
manager, HCA may consider establishing routine weekly calls during the 30 days 
after readmission to assess functional status and provide support as needed.   
This work focused on patients with three very different major behavioral illnesses.  Optimal 
programmatic solutions to reduce early readmissions will vary by SMI type. 
CONCLUSION: To be effective, systemic interventions to reduce readmissions must be 
tailored to address patient-, facility-, community- and political-level factors at HCA 
hospitals.  Implementation of innovative multi-level initiatives to reduce early 
readmissions for patients with serious mental illness will further enhance the reputation of 
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